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CHAPI'ER I 
INrRODUCTION AND STATE:-.llil\11' OF THE PROBLEM 
Since 1921, when the use of group therapy with the psychoses 
was first reported ( 50 ), treatwent in this area has shown a steady 
increase. In 1950, when the most recent survey was completed, group 
psychotherapy was reported in use as a treatment method in about 
fifty per cent of the State Hospitals in this country ( 37 ) • 
Move:rrent was slow at the start. There was a gap of ten years 
between the publication of E. W. Lazell (" 50 ) and the second report 
of experiences in this area by Marsh in 1931 ( 63 ) . Since that time, 
there has been a steady expansion of interest which was greatly 
accelerated by the official acceptance of group therapy by the War 
Depaxtment for the treatment of military personnel ( 19, 22, 28 , 31, 
31, 38, 49, 65, 98 ) . 
Research on group therapy has not kept pace with the clinical 
use of the technique ( 19, 23, 29, 91 ) . In part, the lag may be 
explained by the immediate needs for treatment . Workers see:rood to 
have accepted .the group approach to treatment on practical and theoreti-
cal grounds and applied it clinicallywith the interest of exploring 
a new and promising therapeutic tool ( 65 ) . 
Frank ( 29 ) has pointed out some of the difficulties of experimen-
tation in this area. Working with human beings makes it difficult, 
sometimes impossible to impose and maintain rigid experimental designs . 
Even in a hospital where one has, so to speak, a captive population, 
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unforeseen circumstances can be counted on to inferfere with any exper-
imental design that extends over a considerable period of time, as all 
research on psychotherapymust . 
There is an obvious need for research in group psychotherapy, 
recognized by most professional persons who use or are interested in 
the method. The following statement by Cotton is typical of many: 
"Before group therapy can take its place among the recogni zed 
disciplines of psychiatric treatment there are many basic prQb-
lems which must be thrashed out . There is basic disagreement 
regarding the therapeutic forces involved; regarding the 
immed:i.ate therapeutic goal; and regarding the procedural 
technics" ( 22, p . 26 ) • 
Burchard and his associates ( 19 ) have pointed up the lack of 
uniformity between studies on group therapy and indicated the need 
for more controlled observation and careful reporting of experiences . 
After reviewing the literature, they concluded: 
11 the omission of pertinent variables from many reports and 
tlre lack of any generally accepted vocabulary and frame of 
reference made any comparison of methods or evaluation of 
differential success almost insurmountable" ( 19, p . 291 ) • 
A central problem in need of evaluation is t he study of the 
relative merits of different approaches to treatment and the influence 
of the role of the leader upon the development of group organization 
and behavior ( 19, 22, 30, 91 ) • There have been no experimental 
studies of the relative efficacy of different techniques in the group 
psychotherapeutic treatment of psychotics . 
The importance of the role of the leader has already been demon-
strated vdth groups of normal children ( 52, 54 ), college students 
( 11, 12, 1.3 77 ) , and in industry ( 16 ) • In vrork with psychotic 
groups, Powdermaker and Frank ( 7.4 ) have pointed out the leader ' s 
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influence in both the development of the group process and the effective-
ness of therapy. The need for further exploration is indicated by 
Frank ' s observation that: 
11Despite the wealth of clinical experience in psychotherapy 
there is still no universally accepted body of ~1owledge as 
to the nature of its active. prli1ciples or the relative merits 
of different approaches" ( 30, p . 197 ) • 
In accordance with this consensus regarding the need for basic 
research, it seemed that it would be productive to investigate the 
following three problems: (1) the value of group psychotherapy for 
hospitalized chronic schizophrenic patients; (2) the relative 
effectiveness of different leader approaches; and (3) the influence 
of the role of the leader upon the group interactive process . 
, I 
CHAPI'ER II 
HISTORICAL BACKGROUND 
This chapter presents in more comprehensive form the development 
of the thought and the results of research relevant to the issues 
being examined in this study. Interest here is primarily in the work 
done vdth chronic schizophrenic patients. Most previous publications 
in this area have not carefully described the patient population 
worked with, either in terms of the kind or the degree of sickness 
(acute or chronic). For this reason, we will report in general on 
the work done with the psychoses, concentrating, when possible, on 
the results with chronic schizophrenic patients. 
In dealing with the historical development of group psychotherapy 
with the psychoses, we will include a discussion of some of the think-
ing that underlies the promotion of this approach to a position of 
primary importance in programs of treatment. This will be followed 
by a review of the literature in this area. Gifford and Mackenzie ( 38 ) 
have reported on the work done with the psychoses up to 1948. Their 
work will be summarized in this section, added to, and made current. 
For the broader history of the origins and development of group psycho-
therapy the reader is referred to the work of Thomas ( 98 ), Meiers 
( 65 ) , and IQ.apman ( 48 ) • 
In the second section, studies on the effectiveness of group ther-
apy will be presented. This will be followed by a discussion of the 
major current trends in group psychotherapy with special interest in 
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their application to the treatment of the psychoses. The fourth sec-
tion, the empirical basis for this report, will include a discussion 
of the clinical observations and research evaluating the role of the 
leader in the group. 
I. HISTORICAL DEVELOPMENT 
The group roothod had already begun to catch the imagination and 
interest of psychiat~ists in the United States and England by the 
time of the second World War ( 10, 5o, 63, 75, 86, 98, 100 ) but the 
growth and extension of the method was probably accelerated by the 
economic demands of the War and the official sanction of the method 
by the 1ar Department ( 22, 31, 65 ) • The great demands in the ariey 
for the treatment of the mentally ill coupled with the relatively 
small number of workers available encouraged the use of a therapeutic 
approach that showed promise of treating effectively far greater num-
bers of patients than could be reached by individual therapy. Many 
psychiatrists who, in the normal course of events, m~ not have been 
stimulated to explore this new method, were thus exposed to group 
therapeutic techniques and continued their interest in civilian life 
extending their own experi ences and stimulating the interest of others. 
The existence of the same economic problems in most IOOntal institutions 
for the treatment of psychotics fostered and encouraged the exploration 
of this method by all treatment minded workers ( 65 ). 
The issue of economic necessity has often been given as the sole 
justification for the use of group therapy and the reason for its in-
creasing popularity ( 5, 50, 75, 98 ). However, this alone could hardly 
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have maintained the interest and enthusiasm of so many, in the face 
of inevitable frustrations and disappointments ( 74, 82, 94 ). 
It is true that the group psychotherapeutic approach contains an 
encouraging economic aspect, but most workers and writers in the field 
consider it an independent therapeutic method having dynamic charac-
teristics of its own and serving special purposes ( 2, 22, 31, 48, 63, 
66, 80, 86 ). - The prevailing attitude is well expressed by L. Wender 
who writes: 
11Group psychotherapy is not a method of treating people 
wholesale. Despite its name, which to the novice may im-
ply the alluring prospect of quantity production, group 
psychotherapy is not psychotherapy 'at a wholesale price.' 
Whatever economic shortcuts may occur when this method 
and its techniques are perfected, these gains will be 
only incidental by-products. The real objective of this 
type of therapy is to make constructive use of the medium 
into which man is born - the group, in which his responses 
and patterns are established and in which he functions 
the ~ntire duration of his life.11 ( 103, pp. 381-383 ) 
Ackerman ( 3 ) lists six therapeutic aims for group psychotherapy: 
(a) to provide emotional support through group relationships, (b) to 
encourage discharge of pent-up aggression, (c) to reduce guilt and 
anxiety, (d) to encourage the correction of irrational interpersonal 
reactions, (e) to increase self-esteem and the recognition of construct-
ive capacities and (f) to foster the developm:mt of insi ght. While 
none of these aims can be considered unique to group therapy, it is 
fair to say that three of them ( a, d, e ) occur readily in therapeutii.c 
groups. L. Cody Marsh ( 63 ) , a pioneer in the work with psychotic 
patients, felt that group psychotherapy, while it should not be adopted 
nto the exclusion" of other treatment methods, was a necessary part of 
every cure. 
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In addition to the economic advantage and the realization of 
t herapeutic benefits that occur from the participation in group organ-
ization and activity, it has been observed that some patients who are 
inaccessible to individual treatment can be reached ~~rough the group 
approach. This was first noted by Lazell ( 50 ) who discovered that 
many patients who would not respond to individual psychotherapy would 
respond in the group. Schilder ( 86 ) , reporting in 19 39 on the results 
of group therapyydth fifty cases of severe neuroses and mild psychoses, 
wrote "many of the cases treated in this group could not have been 
treated individually even with the classical analyses. They reacted 
only in the grouP" ( 86, p. 97 ). Others agree that for some cases, 
group psychotherapy has the advantage of lessening resistance to 
treatment ( 18, 60 ) • Many people who are unwilling or unable to enter 
into individual therapy may find it less threatening to participate in 
a group. The attitude is a permissive one• He is · surrounded by others 
with similar emotional problems. There is no immediate pressure to 
participate actively and he can come to the gradual realization that 
he is not alone -- that his ideas and feelings are not different from 
those of the people about him. Under such conditions reluctant patients 
often are able to talk about themselves and participate in the group 
discussion ( 85, 89 ). 
Group therapy as an independent method of treatment has emerged 
as a wider growth of the whole field of psychotherapy and contains 
...,rithin it unique advantages and possibilities ( 2 ). This is true with 
the application of the method to the treatment of the psychoses as with 
other classes of psychiatric disorders. 
- 8-
Probably the first clinic~ observations on group dynamics were 
published by J. S. Butler in 1887 in his book The Curability of Insanity~ 
Pointing out the need for active treatment of the insane, Dr. Butler 
observed: 
"the chapel, the amusement hall, the social circle outside 
of hospital wards have, in my experience, proved potent 
remedial agencies. Under such influences I have frequently 
detected the first indications of recovery ••• Here can be 
most easily developed those social influences which have 
such special power over diseases of the brain and nervous 
system. In such comparatively secluded lives, the natural 
cravings for sympathy and companionship most readily attract 
t hose genial affinities which lead to the formation of 
little homelike circles of newly found friends. The happiest 
resUlts can often be traced from such circles. The reaction 
of mind upon mind, comparison and discussion, with criticisms, 
sometimes happily sharp they may be, but ever kindly, have 
their place. The desponding are comforted and made hopeful 
and the excited are repressed and instructed by the cordial 
and kindly comments of the convalescent and experienced." 
( 21, PP• 15-17 ). 
A similar and apparently independent observation was made in 1904 
by Camus and Pagniez. While working at the Salpetriere, they dis-
covered that ward patients in the Salle Pinel who experienced a 
co~~al social life and discussed their emotional problems together, 
improved more rapidly than wealthier, patients who were isolated in 
private rooms ( 38 ). 
The realization of the therapeutic potential resident in group 
activities was first systematically organized and utilized by J. Pratt 
( 75 ) with tubercular patients at the Boston Dispensary in 1905. 
It was not until 1919 that group psychotherapy was organized as 
a treatment method for psychotic patients. In that year, E. W. Lazell 
( 50 ) began his work at St. Elizabeth's Hospital. From this beginning, 
thirty-four years ago, the use of group psychotherapeutic techniques 
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has grown to the point where it is reported in use in about fifty per 
cent of the state hospitals in this country. Geller ( 37 ), in 1950, 
canvassed 200 state hospitals. Of the 185 responding to his cp.estion-
naire, ninety-four (51 per cent) stated they were using group psycho-
therapy • . Of the ninety-one hospitals not using group methods, thirteen 
stated they had plans for starting such a p~ogram in the near future. 
Gifford and Mackenz~e ( 38 ) in their article "A Review of 
Literature on Group Treatment of Psychose~1 have described the devel- . 
oprent in this area up to 1948. They use a tripartite classification 
of methods as their frame of reference, based on the manner in '~ich 
influence was exerted on the group by the leader. Three major methods 
are distinguished: repressive-inspirational, analytic, and didactic. 
The goal of the repressive-inspirational approach was to encourage the 
suppression of disturbing thoughts and wishes and to find interest 
or inspiration in life, work, the community, religion or some other 
acceptable social agency. The aim was to redirect energies toward 
more acceptable and useful outlets. The analytic approach, on the 
other hand, worked toward the loosening of repressed material and bring-
ing about the conscious recognition and analysis of unconscious wishes. 
·The assumption underlying this approach was that once the energy boWld 
to needless repressions was freed, the individual himself would find 
suitable social outlets. The didactic group was designed to include 
those therapists who while basing their methods on psychoanalytical 
principles placed the primary emphasis on some form of lecturing where 
"the therapist plays the role of teacher and men~l mechanics are inter-
preted in order to impart conscious intellectual insight" ( 38, P• 20 ). 
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The didactic method was the first of these three approaches to 
be applied to the group treatment of the psychoses. Lazell ( 50 ) , 
after givin.g individual lectures to a number of "inaccessible" patients 
one at a time and watching the results, proposed the institution of the 
group method. An original series of four lectures on mental mechanics 
was expanded to thirty and included frank discussions of psychopathology 
and libido development. from a Freudian point of view. The material 
was arranged so as to be progressive in character and correspond, more 
or less, with the problems faced by the child as he progressed in 
development. Lazell felt that the patient was seeking facts that 
would make a resolution of unconscious problems possible. The presenta-
tion of such didactic material to the conscious mind, he felt, is 
immediately taken up by the unconscious and used constructively at 
the time or is retained in memory and used later. 
Other workers who have reported the use of the didactic approach 
in group work with the psychoses are Wender ( 100 ), who worked with 
borderline psychotic patients at a private sanitarium, Hastings-on-
Hudson, in 1929, Blackman ( 14 ) at the Worcester State Hospital in 
1940, Luchins ( 55, 56, 57 )at several Army hospitals, and Gray ( 40 ) 
at Worcester State Hospital in 1948. J. w. Klapman, the most active 
contemporary exponent of this approach, began his work about 1940. 
His book Group Psychotherapy Theory ~ Practice ( 48 ) describes in 
detail the practices and 'ideas underlying the application of the didac-
tic approach. He utilizes a standard series of twenty-four lectures 
on mental mechanics as a spring board for group discussion. This is 
supplemented by reports on other books and written autobiographies. 
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.,. 
Usually the sessions are started by the patients who read from a pre-
pared mimeographed text. Each patient in turn reads a paragraph, 
summarizes and comments on it if he chooses. Group discussion is in-
vited. After the group has exhausted a topic, the therapist summarizes 
the discussion and gives his version. Klapman feels that it is not 
necessary that the patient understands all the material dealt with 
in class and comments that "the process of identification and group 
interaction contribute their own even more fundamental therapeutic 
effect" ( 48, p. 237 ) • 
The next method to be applied to the group treatment of the psy-
chases repressive-inspirational-- was introduced by L. Cody Marsh 
( 63 ) at the King's Park Hospital, New York, in 1930. Marsh felt 
that while group therapy should not be adopted to the exclusion of 
other therapies, group treatment was a necessary part of every cure. 
His approach is nicely epitomized by the sentence which says 11 T have 
taken for a motto on my ps~hiatric shield: ••• 'by the crowd have 
they been broken; by the crowd shall they be healed'" ( 63, p. 330 ). 
His method was adapted from many popular forms of mass psychology and 
selling techniques in which reality was the motif and sanity was the 
product for sale. Such devices as roll calls, singing, testimonials, 
and inspirational advice were used. A series of twenty-nine lectures 
were included but Marsh felt that the content was not important and 
that "talks on Russia were as effective as talks on mental hygiene" 
( 63, p. 334 ). He used a variety of revivalist's techniques such as 
a show of hands from all those who were determined to get well and then 
from those who felt they could not get well. Patients who were recovering 
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were coached to stand and tell the others about how they were improving. 
Special "stunts" were used such as the presentation of birthday cakes. 
"I give them a single frosted cupcake with one small candle. Each 
comes to the front and blows out the candle after making a wish to go 
home. 11 ( 63, p. 337 ). Marsh summarized his goals in the following 
manner: 
"My interest is an emotional one; I use the crowd psychology 
to bring their emotional interests into squad formations 
and to discipline and direct them toward life. The aim is to 
extrovert all energies at the social level. The patient 
passes through a psychological revival meeting where he is 
converted from introspection, phantasy, bitterness and shame 
t o extrospection, constructive planning, cheerfulness, 
assurance and security ••• Since he has worked up his 
psychosis in the group, he can never be cured until he has 
worked out his recovery in a group - but now under d.irection. 11 
( 6 3' p. 341 ) • 
Others reporting the use of this technique are: Schroeder ( 88 ) 
at the Elgin State Hospital in 1936, and Altshuler ( 5 ) in 1940 at 
Eloise, Michigan. In 1942, J. Bierer ( 10 ), a British worker reported 
on the results of a similar mthod with a mixed group of seventy psy-
chotics and neurotics. 
The third category, the analytic method, was the last to be 
applied to the treatment of the psychoses. Paul Schilder ( 85, 86, 87 ), 
the first to work with this method, started treating severe neurotics 
and ambulatory psychotics with group psychotherapy in 1938 at the 
out-patient department of the Bellevue Hospital, New York. He felt 
that such groups should be small -- not to exceed eight. Each patient 
was seen a number of times before entering the group. During the pre-
liminary individual meetings, they were instructed in the principles 
of free association and dream interpretation. The groups met once or 
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twice a week and each patient was seen individually at the sane time 
at least two times a week. The patients were asked to write a detailed 
autobiography and meetings usually began with the reading of one of 
these reports. Dream interpretation and free associations were used 
and other members were encouraged to add their own associations and 
suggest interpretations. Schilder felt that: 
"modern psychology has all too often forgotten the social 
nature of human experiences" 
and added that 
11 the significance of any detail of an individual life 
history will be clearer if it is brought forward in a 
group and appraised by a group" ( 86, p. 90 ) • 
The analytic method of group psychotherapy was first applied to 
hospitalized patients on a large scale at the Boston State Hospital. 
It was the work done here that was the stimulus for this research 
and the publications from this hospital constitute the largest single 
source of ideas about the group treatment of the psychoses ( 6, 27, 38, 
41, 60, 61, 62, 82, 89, 94, 95, 96 ). These clinical experiences have 
recently been summarized by Semrad and Standish ( 89, 96 ) • A more 
theoretical discussion of experiences is presented by J. Mann in his 
paper wAn Analytically Oriented Study of Groups'' ( 60 ) • 
The work done at this hospital probably best exemplifies the 
position of contemporary workers using the analytic method in the group 
psychotherapy of the psychoses ( 96 ). They feel that diagnosis is 
not of great importance in the selection of patients. The size of 
grouos range from ten to fifteen and meet hourly two or thre~ times a 
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week. Seating arrangemnt is left open and it is felt that an 
attractive meeting place off the ward adds to the therapeutic atmos-
phere. Meetings are introduced with a 11 contract" which briefly out-
lines the purpose of the meetings. Included in the contract are pro-
visions as to the time and place of meetings, the objectives o~ the 
group are defined and the therapist clarifies what is expected of the 
group members as well as what they may expect from him. The technique 
used is described as F-Participation in Casual Conversation' with 
appropriate cmmnents being made at opportune times. The therapist's 
role is considered analogous to that of a catalyst. His function is 
to provide· an atmosphere that allows for the development and continuance 
of reactions-at a feeling level, talcimg care not to act out his personal 
: 
problems in the situation. Interpretation of comments is used but the 
emphasis here is away from the kind of interpretation that relates 
present conflicts to those of childhood toward what Semrad and Standish 
have termed the 11 appropriate comment." This is generally described as 
any comment that indicates that the therapist understands the feeling 
being expressed by the patient and conveys the idea of 11 all-rightnes~1 
toward the expression of such feeling. Its ~im is to help stimulate 
,-
the flow of material and the emergence and recognition of underlying 
feelings. Mann describes the leader as the central figure in the organiz-
ation of the group and feels that the group attainment of a goal lies 
. ' 
tlin the relationship with the group leader or central figure ~through 
' . ~leader~ all other members of the group'' ( 6o, p. 138 ) • He 
describes the analytically oriented le~der as one who "observes most 
intently, records mentally, and from these two he interprets 
judiciously' ( 60, p. 139 ). 
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Geller ( 36 ), in 1947, reported the organization of a group 
therapy program at the Central Islip State Hospital (New York) which 
in general parallels the work at the Boston State Hospital. Powdermaker 
and Frank ( 74 ) in a recent publication describe the results of a 
group therapy program with chr~nic schizophrenics begun at the Perry 
Point Veterans Hospital (Maryland) in 1947. About the sa:roo time, the 
use of an analytically oriented group approach was reported by Evseeff 
( 25 ) at the .Traverse City State Hospital, Michigan. Feifel and 
Schwartz ( 26 ) have recently reported the res1uts of a group therapy 
program with acutely disturbed patients at the Winters Veterans 
Administration Hospital, Kansas. They use the tecPnique described 
by Semrad and Standish. 
The development of group psychotherapy with the psychoses has 
grown since its inception in 1919 to a position today of major i~ 
port ance in the treatment of hospitalized mental patients. 
Despite the growing poptliarity of t his technique and its 
importance as a method of treatment there has been a notable lack 
of critical evaluative studies ( 22, 29, 91 ) • One of the immediate 
problems in this area is the evaluation o:f the results of treatment 
( 19 ) • It is this subject with which we will be concerned in the 
following section. 
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II. EFFECTIVENESS OF GROUP PSYCHOTHERAPY WITH PSYCHOTICS 
In reviewing reports of the results of treatment with the 
psychoses, the effort vall be t o familiarize the reader with obser-
vations in this area and to point up the need for more careful investi-
gation and refined analysis of this problem. Included are subjective 
reports as well as the more objective studies, but the major emphasis 
vvill be ori the latter group. 
Lazell, the first to report on the group therapy of the psychoses, 
v.rrote in 1921 "the results of the group treatment for six months have 
justified the hope that i .t would be successful" ( 50, p. 169 ). No 
more detailed evaluation is given. The patient population is not 
carefully defined, but it is evident from the descriptions of some 
of the patients that Lazell was, for the most part, working with chronic 
patients. 
., 
Marsh ( 63 ), reporting on the results of a group therapy program 
at the King's Park State Hospital in 1931, did not present objective 
data but felt 
"the best evidence of the success of the method is that 
improved and recovered patients frequently attribute 
their improvement and recovery to the classes and have 
both so stated to me and mentioned it publicly at the 
parole Staff meetings" ( 63, P• 343 ) • 
As with Lazell, it appeared that many of the patients that Marsh worked 
with were of the chronic group. Wender ( 100 ) worked with insti tu:tion-
alized "borderline mental patients" in 1929 and concluded that these 
patients "responded to this group psychotherapy much better than to the 
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individual psychoanalytic psychotherapy" ( 100, p. 386 ) • In 1940, 
Altshuler ( 5 ) presented the results of one year's experience in 
group psychotherapy at Eloise, Michigan. He wrote "our careful sta-
tistics show an improvement rate of 72% (including the improved, much 
improved and recovered) among the group subjected to the program." 
( 5, p. 196 ) The use of control wards was reported and patients vrere 
scored on "specially designed charts and records." No further data 
were given on the nature of the criteria, the types of comparisons 
made nor of t he kinds of pat ients worked with. 
Schilder ( 86 ), in 1938, , report ed that of four schizophrenics 
included in his outpatient group, one was cured, one i mproved while 
t wo showed no improvement. Of six cases of "depersonalization," one 
was cur ed, two improved and three were unimproved. In 1948, Abrahams 
( 1 ) described his experience with 'the group therapy of schizophrenic 
patients at St~ Elizabeth's Hospital. No objective evaluations were 
made, but Abrahams felt that the result s demonstrated that schizophrenics 
could be_ led into a psychotherapeutically effective relationship in the 
< group setting. He described the gradual lessening of the patients' 
"social isolation, boredom, recrimination and combativeness and the 
- ' 
substitution of a more cooperative atmosphere." ( 1, p. 617 ) Improve-
ment was also manif ested by the patient s' "increasing ability to 
tolerate reality without recourse to psychotic symptoms." ( 1, p. 615 ) 
In 1949, Geller ( 36 ) presented his observat ions on the resu1ts of a 
group psychot herapy program in operation at the Central Islip State 
Hospital since 1947. No controls were used nor were objective results 
reported. Geller felt that: 
"a qualitative increase in the degree of improvement 
of individual patients leaving the hospital was more 
apparent as a result of this treatment program than 
any marked quantitative increase in the actual number 
of pat.ients being discharged" ( 36, p. 437 ) 
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Gurri and Chasen ( 41 ), in 1948, presented a preliminary survey 
of the results of a group therapy program at the Boston State Hospital. 
The patients were classified according to diagnosis and length of ill-
ness. The results were separately analyzed for those who received 
group therapy alone and those who had received additional forms of 
treatment. Each of the 165 patients was rated into one of four cate-
gories: (1) visit status, (2) improved, (3) no improvement, and 
(4) worse. Thirty-six of the patients were described as schizophrenic 
disorders, who had received only group therapy. Of this group five 
(38%) of the acute and six (26%) of the chronic groups were on visit 
or had been placed on visit s'tatus. An additional three (23%) of the 
acute patients and ten (43%) of the chronic group improved. The 
authors criticize their work for the lack of a control group and 
felt "that no statistically valid conclusions regarding the value of 
group therapy can be drawn on the basis of our present figures." ( 41, 
p. 53 ). This study does, however, make a contribution in the recog-
nition of the need for careful and detailed description of the patient 
population and of the variables considered important in the evaluation 
of treatment. In this respect, it represents an advance over earlier 
reports. 
The results of a three months program of group psychothe~y with 
acutely disturbed psychotic patients were recently published by Feifel 
and Schvrertz ( 26 ). Of the sixty-eight patients in the study, 
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thirty-four experimental and t hirty-four control, forty-six were 
classified as schizop~enic disorders. The remaining twenty-two 
patients included depressions, alcoholic psychoses, organic psy-
choses and character disorders. Control and experimental groups were 
matched on age, intelligence and education. Both groups received a 
program of milieu therapy which included occupational therapy, "correc-
tive activities" and special service functions. The experimental 
patients received group psychotherapy in addition to the milieu ther-
apy. In all, twenty therapy sessions were held with the experimental 
group which met for an hour twice a week. Two therapists -- the 
ward psychiatrist and a psychologist -- alternated in the roles of 
group leader and observer. A 11minority11 of patients in both groups 
also received electro-shock therapy, hydro-therapy and individual 
psychotherapy. The approach to therapy is described as 11analytic-
investigative." At the termination of the treatment period, patients 
were rated in~roved, no improvement or more disturbed. Ratings were 
~ade by three independent judges. None of the raters were av~re that 
their judgments would be used as a criterion in evaluating group 
therapy activities. Improvement is defined as "discharged from the 
hospital, left the hospital on trial visit, or transferred to an open 
ward" ( 26, P• 117 ). Patients were rated more disturbed when they 
vrere "transferred to a closed ward with greater security precautions" 
( 26, p. 117 ). Twenty-four of the experimental patients showed im-
provement as against seventeen in the control group.· This difference 
while positive is reported as not statistically significant. Ten of the 
experimental patients showed no improvement or were rat ed worse as 
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against seventeen for the control group. The Chi square test was 
applied and a P of .15 was found in favor of the experimental group. 
In addition, an analysis of the ward records of both groups showed 
that less medicinal and physical sedation was necessary for the ex-
perimental patients during the treatment period. The overall results 
showed a positive but non-significant trend toward improvement 1vith 
group therapy. At the same time, the group that got therapy tended to 
maintain itself better in the sense that fewer patients were rated as 
being "more disturbed" after treatment. In their discussion of results, 
t he authors described qualitative differences between the two groups 
which were reflected in the more constructive and positive approach 
of the experimental patients to ward activities and in their relation-
ships to ward personnel. They felt that the 
"most striking aspect of the experimental groups 1 
development was its maturation from a gathering of in-
dividuals, most of whose members talked unintelligably, 
to a cohesively interacting group animatedly discussing 
common problems and drawing upon one another for help." 
( 26, p. 115 ) 
This study is, to our knowledge, the first critical experimental 
evaluation of the results of group psychot herapy with psychotic pa-
tients. Methodologically, it represents an advance over ~he earlier 
attempt of Gurri and Chasen in the inclusion of a control group, the 
use of independent raters, and the application of statistical tests for 
signi~icance of change. The authors' qualitative observations of the 
beneficial effects of group therapy are enthusiastically positive and 
consistent with the reports of other workers. The quantitative findings, 
however, while positive, are inconclusive. The discrepancy bebveen the 
- 21-
qualitative observations and the objective findings it is felt may 
be due to certain weaknesses in the experimental design; the criteria 
on which the patients were matched and the measure of effectiveness 
of therapy. Age, intelligence, and education, probably are not as 
important in the evaluation of the results of group therapy as they 
may be in other social experiments . It would seem that where the general 
goal is one of promoting a condition of adequate interpersonal adjustment 
that variables centered about social awareness, habits of dealing ·with 
people, and interpersonal adjustment would be of more direct value. 
There is also reason to question the adequacy of the scale used to 
evaluate therapy. A three point rating scale probably is not sufficiently 
sensitive. Such a gross measure would be justified only in situations 
where radical shifts are expected in short period of time. There is 
no basis for such expectations in the treatment of the psychoses. What 
is needed in the evaluation of such short term treatment programs is 
a scale ;vith more discriminative potential and which is pointedly sen-
sitive to changes in social habits and modes of relating to others . 
It cannot reasonably be expected that psychotic patients can be "cured" 
in a short time. Vfuat can be expected -- if group therapy works - - are 
subtle, gradual changes in the patient's ability to deal more effective-
ly vnth the world about him. 
Another primary criticism of this study is the lack of control 
over the use ofother therap~utic techniques . The authors point out 
that a minority in both groups received electric shock and individual 
psychotherapy. The use of other therapeutic devices vitiates the value 
of the control group. No further information is given so that the part 
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these patients played in the overall picture cannot be evaluated. This 
study might have made a clearer contribution if the results for this 
group were presented separately. 
In a recentiy published book, Powdermaker and Frank ( 74 ) have 
described the results of a two year study in the group therapy of 
chronic schizophrenic patients at the Veterans Administration Hospital 
at Perry Point, Maryland. The research was started in June, 1947 and 
terminated in April of 1949. The aims of the project were 
"1. To study the dynamics of therapeutic groups of 
schizophrenics and effective techniques of leading the 
groups . 2. To compare the progress of a ward of schiz-
ophrenic patients which received group therapy with a 
ward which was similarly administered but received no 
group therapy." ( 74, P• 334 ) 
It is the second of these goals that will be discussed here. The ex-
perimental and control patients were housed in separate wards. The nvo 
groups were matched on age, length of hospitalization, and diagnoses. 
The average period of hospitalization was two years vdth the range 
extending from six months to five years. Originally, all the patients 
in the experimental ward were divided into six groups, meeting five 
times a week. During -the second year, about 75% of the ward was in 
group therapy, and the groups met three or four times a week. The aver-
age treatment period per patient was 113 hours. No specific technique 
for leading groups was prescribed but the approach to treatment was 
analytic in orientation. Of the fifteen groups reported on, eleven were 
l~d by psychiatrists or psychiatric residents whose previous experience 
1vith schizophrenics had been limited to single interviews 1vith patients 
on the intake services. At the end of the first year all but two of the 
doctors in charge of the groups left, and the groups were reorganized with 
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different therapists. In general, three separate measures of change 
Yrere utilized. The first was a comparison of the "freedoms" granted 
experimental and control patients. These included: discharges, trial 
visits, extensions of trial visits, leaves of absence, gate passes 
and ground privileges. Negative actions taken against the patients of 
the two groups were also scored and compared. Included here were re-
vocation of grounds privileges and control measures such as sedation, 
packs and tubs, electric shock treatments and transfer to the acute 
service. Each of the two wards had its "closed" and 11 open11 section. 
Finally, observations of ward behavior were noted, quantified and com-
pared for the control and experimental groups. "Ward observation 
records" included a description of the climate or general ward atmos-
phere under three major categories: motor activity, spontaneous 
purposeful activity, and verbal and non-ver bal relating. Qualitative 
dimensions are included under the different .categories. The scoring 
method and examples are given. Ratings were made by pairs of workers, 
and the agreement reached by each pair of observers ranged between 
ninety and one hundred per cent. 
Results for the most part showed a consistent but non-significant 
difference in favor of the experimental patients. The writers felt that 
"the statistical results do support the view that the group therapy i s 
one form of treatment that is potentially beneficial to schizophrenics 
and should encourage efforts to increase its effectiveness" ( jo, p. 220 ). 
They added that the results were particularly encouraging considering 
the chronicity of the patients and the relatively small number of 
hours of treatment received by most of them. 
- 24 -
Without detracting from the overall contribution of this effort 
to t he analysis and understanding of group therapy with chronic schizo-
phrenic patients, certain criticisms can be made of that part of the 
study t hat deais with the effectiveness of group psychotherapy. The 
question can be asked: to what extent was this a study of the effective-
ness of the group leaders? The question is anwered by the authors. 
They describe the majority of therapists as residents with no previous 
experience in therapy (group or inqividual) with schizophrenic patients. 
The difficulties facing the inexperienced in this area and its effect 
on therapeutic results have been ably pointed out by Semrad and his 
associates ( 94 ) • Similar obs_ervations were m.ade by Powdermaker and 
Frank in discussing some of the problems experienced by their staff. 
They write: 
nin the meetings the doctors were often unclear as to 
their goal~, their own roles, and the meaning of the pa-
tient s' behavior. Theywere often anxious and insecure 
and changed their techniques as they learned. There was 
a tacit but clearly apparent competition to see who would 
get the most impressive results most quickly. They insis-
ted on setting their therapeutic goals unrealistically 
high. This situation led us eventually to the idea that 
the first year of the project was primarily a learning 
eA~erience for both junior and senior psychiatrists and 
was not a test of the ultimate value of group therapyrr ( 74, P• 335 ) 
It is pointed out at the same time that the groups that did best were 
those conducted by the more experienced physicians. These results 
have not been separately analyzed, however, and thus allow no 
evaluation of the effects of group therapy with experienced leaders. 
The design was further complicated, for purposes of analysis, by a 
reorganization of groups at the end of the first year along lines that 
the authors felt would be more effective. · The criticism of this study is 
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not that it was nece;3sary to utilize inexperienced therapists but 
rather for not providing a continuous, consistent treatment vnth the 
few experienced physicians on the staff, and then presenting these 
results separately. 
The reports on the effectiveness of . group therapy vvith the psy-
choses have been reviewed. The consensus is that it is a therapeuti-
cally useful treatment tool but results have, for the most part, been 
expressed in impressionistic terms ( 1, 5, 36, 50, 63, 86 ). The 
focus was on those studies which have attempted to deal with the 
question in a more objective and controlled fashion. It was noted 
t hat the quantitative findings were positive but not significant 
( 41, 26, 74 ). At the same time, the methodological failings of 
these studies were examined and it was pointed out that the incon-
clusive results might reflect inadequacies in the experimental design. 
The limited number of adequately controlled studies, and the 
inconclusiveness of the statistical findings point up the need for 
further, more refined evaluation of the effectiveness of group psy-
chotherapy vnth the psychoses. 
Another area of current concern and interest to workers in the 
field of group therapy is the relative effectiveness of different 
approaches. This problem has recently been highlighted by Powdermaker 
and Frank ( 74 ) in their observations on effective techniques of 
leading groups. It is this issue with which we will next be concerned. 
- 26'-
III. APPROACHES TO GROUP PSYCHOTHERAPY 'WITH THE PSYCHOSES 
The purpose of this section is to discuss the theoretical 
' position and current status of different approaches to group therapy. 
This is specifically related to one aspect of the present research 
which deals with the relative effectiveness of two contrasting 
approaches. It is hoped this part of the investigation vdll contribute 
to the refinement of evaluative studies of different philosophies of 
treatment. 
From the tripartite classification of group techniques described 
earlier in this chapter, the trend has been toward a division of 
methods based on whether the relationship with the leader or the re-
lationship with other members of the group was considered the primary 
source of influence in effecting therapeutic change ( 27, 65, 74, 91 ). 
These two approaches have been designated: (1) group-centered, and 
(2) individual-centered. In the group-centered approach the assumption 
is that the motivation for change is contained ~dthin the emotional 
relationships f ormed between the members of the group. The leader 
here works primarily with the group. The individual-centered approach 
assumes that the therapeutic potential is resident in the relationship 
formed between each member and the leader, and the focus of treatment 
is on. the individuaJ.s within the group. This division of approaches 
has been noted by Meiers ( 65 ) and Slavson ( 91 ) in their compre-
hensive analyses of current trends in group therapy. Powdermaker and 
Frank ( 74 ) have made similar observations on the group treatment of 
chronic schizophrenics . 
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Cotton ( 27 ), an exponent of the group-centered approach, ex-
pressed the idea that the best results from the use of group trerapy 
comes from the development of strong emotional ties within the group. 
In this way, social skills will be nurtured and developed. He des-
cribed this approach as therapy through a group and felt that "the 
therapeutic drives must develop ~~thin the group . The emotional invest-
ment or transference is to the group and the forces which encourage 
recovery, therefore , are derived from the individual's feelings in and 
with the group 11 ( 27, p. 125 ) • It is most important in this approach 
that every emphasis be placed on the individual patient's participation 
in the group discussion. The leader in this case assumes a position 
as a quasi-member of the group. 
The opposing philosophy is best represented by the analytic approach 
to group therapy. The theoretical position of this method is nicely 
epitomized by J. Mann. He writes: 
"In all groups, the prerequisite for mature individual 
satisfaction and group attainment of the goal lies in the 
relationship with the group leader or central figure 
and through that leader with all other members of the group 
••• The use of analytic techniques and the application 
of analytic principles and understa~dings by the central 
figure best serves to preserve his role as the medium 
through which the group can move to its goal most con-
structively.11 ( 60, pp. 138-139 ) 
Slavson ( 91 ) has described two general types of groups: therapy 
in a group and therapy through a group. Therapy in a group is considered 
that form of treatment in which the therapist points his techniques 
specifically toward the needs of particular persons in the group . 
In this approach, group interaction plays a secondary role, and the 
leader assumes a dominant position in the direction of the group . In 
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therapy through a group, reliance is placed primarily on the modifY-
ing effects of the multiple interacting relationships between members. 
The leader here plays a less dominant role. 
Frank ( 30 ) discusses two different philosophies of treatment 
in group therapy with chronic schizophrenic patients. One approach 
"regarded the group experience as the principal therapeutic agent." 
The other approach stressed that the "main therapeutic agent was the 
closeness and intensity of the patients relationship .to the doctor." 
In the former approach the leader's role was "conceived primarily as 
that of promoting group interactions and helping patients to under-
stand what they were doing with and to each other.n ( 30, p. 222 ) 
The eA~onents of the latter viewpoint concentrated on the individual 
rather than the group. Analytic techniques were used to explore the 
i ndividual's personal reality and anxieties. Here, the beneficial effect 
of inter-group relationships, other than ·with the leader, were consid-
ered of secondary importance. 
Despite the importance of this area, both to the understanding 
of group dynamics and for the refinement of evaluative studies of 
group therapy, no comparative studies have been reported. Frank ( 30 ) 
after describing the work of exponents of these two approaches con-
c1uded: 11 0ur experiences allow no decision as to whether the method 
of working primarily ~nth the group, or working primarily with individual 
patients is better" ( 30, p . 229 ). 
It should be pointed out that these approaches to treatment are 
not mutually exclusive. In practice there may be considerable overlap. 
The goal of each is the cure or social rehabilitation of the patient. 
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The important difference lies in their basic philosophies: which is 
the primary therapeutic agent -- the group or the leader. It is this 
issue we propose to study. 
IV. THE ROLE OF THE LEADER I N GROUP PROCESS 
This section deals with studies of group process with special 
interest in investigations of the role of the leader. Group process 
is here defined as the analysis of forces operating vdthin the group 
that provide the impetus for its development from a collection of 
individuals to a unit cohesively formed and purposefully oriented. 
Experimental investigation of such forces will lead finally to a 
~iller, more communicable understanding of the forces that are ther-
apeutically effective and those that work against the positive devel-
opment of the group. One important factor influencing the behavior 
and organization of groups is the activity of the leader ( 19, 30, 32, 
60, 79, 83, 84, 87, 89, 103 ). The focus here vdll be on this aspect 
of group process. 
The importance of the role of the leader has already been demon-
strated in work with normal groups ( 81 ); however, there has been no · 
experimental investigation of the effects of different styles of leader-
ship on groups of psychotic patients. Le-win, Lippitt, and 11/hi te ( 52 ) 
were able to demonstrate differences in behavior, attitudes, feelings, 
and productivity between groups of normal children when e~)osed to diff-
erent leadership roles, autocratic, democratic, and laissez-faire. The 
results of their investigations led the authors to conclude: "The adult,-
leader role was found to be a very strong determiner of the pattern of 
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social interaction and emotional development of the group" ( 54, p. 329 ). 
Siwilar findings have been published by other experimenters. The work 
in this area has been reviewed recently by Roseborough ( 81 ). In 
their work with college students, Preston and Heintz ( 77 ) demonstrated 
that a "participator-y" style of leadership was more effective than 
"supervisory" leadership in effecting changes in attitudes. In the 
"participatory" group both leader and members felt that the task was 
more interesting and their efforts more efficient and productive . 
Bovard ( 12 ) was able to demonstrate significant differences in the 
amount of interpersonal affect demonstrated by groups subjected to 
different styles of leadership. In this connection he felt that the 
factor 11most clearly related tc the enhancement of interpersonal 
affect ratings is the high level of member to member verbal interaction 
maintained" ( 12, p. 528 ) • The two styles of leadership were defined 
as group- and individual- centered. The principal difference betWeen 
the two was that member and member verbal interaction was maximized in 
the former and minimized in the latter group. In a later publication, 
he demonstrated that the group-centered style of leadership enhances 
clinical insight into personality dynamics ( 13 ). Bradford and 
Lippitt ( 16 ) have described the application of different leadership 
roles to industrial groups. They discuss four types of leaders: the 
hard-boiled autocrat, t he benevolent autocrat, the laissez-faire 
and democratic leader. Consistent with the findings of other workers, 
they observed differences in the quantity and quality of production, 
the development of 11wi th-in group" feeling, and attitudes which were 
related to the different styles of leadership. Their findings confirm 
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the general hypothesis that the role of the leader plays a major part 
in the determination of group behavior. 
Studies based on small groups of the 11normal" population demon-
strate that groups subjected to different leadership roles react 
differently. These differences are reflected in the behavior, attitude, 
_feelings of the members and in the quantity and quality of "group 
projects. 11 These are considered studies of group process; no s;imilar 
studies have been done with groups of psychotic patients. 
By -vray of background for the present empirical study, the history 
of group psychotherapy with the psychoses has been reviewed, studies 
on the effectiveness of group therapy were presented, major approaches 
to group psychotherapy were distinguished; and leader role was iden-
tified as one major determinant of group process . The need for and 
value of research in this area is apparent. 
CHAPTER III 
METHODS 
In view of the previously discussed need for research in group 
therapy and the consideration of certain basic problems, the 
f ollo>rlng areas were outlined for investigation. 
A. In the literature on group therapy the observations are 
that psychotic patients can benefit from this method of treatment. 
In anafort to confirm such observations more conclusively, this 
study will t~J to show that schizophrenic patients manifest clinical 
improvement as a function of group therapy. Conversely, it is ex-
pected that equivalent improvement will not occur in patients not 
receiving group therapy. 
B. It is further noted that two tJ~es of therapeutic approach 
can be identified which are used in group therapy. There is, however, 
little definitive evidence of differential therapeutic effectiveness 
between them. For the purposes of this study, as there is no a priori 
reason to expect that one approach is better than another, it is 
hypothesized that these two apprpaches will not reveal differences in 
their therapeutic effectiveness. 
c. The anticipation is that certain changes will occur in the 
group process as a function of the role of the leader. Since inter-
action is considered an essential ~spect of the group process, it is 
expected that groups of patients conducted under different leader roles 
will vary vdth respect to their patterns of interaction. 
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To test these hypotheses it was necessary to organize groups 
of psychotic patients. The study of schizophrenics, and in particu-
lar chronic schizophrenic patients, appeared to offer certain advan-
tages. First, the effective treatment of the chronic schizophrenic 
has long been one of the major preoccupations of psychiatry. An ex~ 
ination of the case histories of many of these patients reveals that 
often a variety of treatment methods were employed in the early stages 
of the patient's hospitalization. Vfuen these proved unsuccessful, 
in terms of eventual discharage, the patient was placed on a chronic 
ward and thereafter received only the usual custodial care. With 
regard to the present study, it was felt that the application of a 
method of treatment such as group therapy, ~~ich was relatively new 
as far as chronlc patients ware concerned, might produce positive 
changes in their hospital adjustment. 
Another reason for the selection of chronic schizophrenic 
patients was the relative assurance of a stable population and the 
more effective control of the variable of spontaneous remission. 
An effort was made generally to insure maximum homogeneity of the 
groups of patients and to control the influence of variables other 
than group therapy which might create special problems and obscure 
the specific effect of this treatment. Of particular significance 
was the inclusion in the experimental design of a control group, which 
received no group therapy and served as a basis for comparison with 
the experimental groups to determine the effects of tbis treatment. 
Working with patients of this type, it did not seem reasonable 
to expect gross or dramatic changes. A more realistic evaluation of 
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the benefits of this form of treatment wo~ld be in terms of adjust-
ment •vi thin the hospital. Since the group ·was perceived as a si tua-
tion in Ymich socialization was a major aspect, it appeared likely 
that changes in these patients would occur in the area of social 
adjustment. With the above in mind, the groups were specifically 
matched on their overall adjustment in the hospital and their level 
of interpersonal functioning. 
Although one of the major foci of this study was the differential 
effect of two therapeutic roles, it was felt necessary to take into 
account not only a particular leader role but also the manner in 
which such a role might be assumed by a given leader. In order to 
have some control over this factor, i.e., the leader, and at the same 
time be able to evaluate it as a variable in its own right, it was 
decided to use two leaders and have each assume a different role with 
each of tvro separate groups of patients. In this way it would be 
possible ' to note differences between the leaders in the assun~tion of 
a role . Further attempts were made to control other influences of the 
leader apart from his therapeutic role. 
The two major areas of investigation in this study were the 
effectiveness of group therapy and the development of group interaction. 
In deciding upon a measure of therapeutic effectiveness it seemed 
reasonable, as mentioned above, to expect subtle, and more gradual 
changes in the patients. Such changes, it was felt, would most likely 
be evidenced in the patient's adjustment within the hospital. A further 
consideration was the social nature of the group situation and the like-
lihood that changes in adjustment as a function of the group experience 
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would occur in the area of interpersonal relations and social habits. 
For these reasons it was decided to use a rating scale which would 
specifically evaluate such changes. 
To test the hypothesis relating to the group process, it was 
necessary to have appropriate measures of the interaction occurring 
during the group meetings and the number of members participating 
in the interaction. Of the existing scoring schema consulted, most 
were found to be too elaborate and sophisticated for the purposes 
of dealing with chronic schizophreriic patients. A system of inter-
action scoring was therefore devised to meet the specific needs of 
the investigation. 
The various procedures, techniques, and measures used in this 
study will be discussed in the following pages . These Ydll include 
a description of the patient population and the initial selection 
and matching of the patients into groups. There will also be described 
the roles which the leaders assumed, the function of the observer, 
and the aspects of the experimental treatment period. Finall~ the 
measures used in the study vdll be presented. 
I. PATIENT POPULATION 
The patients used in this study were drawn from the male chronic 
service of a large state hospital. They were selected on the basis 
of the following criteria: (1) They must all be from the schizophrenic 
diagnostic category. The diagnosis in each case was determined by the 
case history. Vfuere ~~y doubt existed, the senior psychiatrist in 
charge of the chronic service was asked to make the final decision. 
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(2) They must have been hospitalized at least two years vdthout re-
mission. This was the index of chronicity of illness. (3) They must 
be vvithin the age range of twenty to fifty years. (4) They must 
neither be mental defectives nor have any gross org~Dic pathology. 
Again, the case history material was utilized to rule out such patients. 
(5) They must not be in any other form of therapy or research at the 
time of the study. Therapy, in this case, was defined as electric and 
insulin shock, group or individual therapy. 
From the total male chronic service population of about 800 patients, 
107 were selected by the senior psychiatrist of the service on the basis 
of the five criteria. After further screening, in which the two authors 
participated, forty-two questionable cases were excluded and sixty-five 
were finally accepted. From this latter group, forty patients were 
randomly selected for the study. 
The patients were then placed in five matched groups of eight 
patients each. The groups were matched on the follo~~ng variables: 
(1) overall hospital adjustment, as measured by the total score (pre-
therapy) on the Palo Alto Hospital Adjustment Scale (more fully dis-
cussed on p.48 ), (2) communication and interpersonal relations, as 
measured by the score (pre-therapy) on subscale I of the Palo Alto 
Hospital Adjustment Scale, (3) length of total hospitalization, and 
(4) age. 
The group of forty patients was first stratified on the basis of 
these four variables in the following manner. Taking their total scores 
on the Hospital Adjustment Scale (HAS), the patients were arranged in 
decreasing order on this variable. This listing of patients >vas then 
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divided into five groups by means of boundary lines drawn after every 
eighth patient. Within each of these five groups the eight patients 
were further rearranged on the communication and interpersonal relations 
variable. This process was repeated for each of the remaining two 
variables: length of total hospitalization and age . The group boundary 
lines were then erased and there remained the stratified groupine of 
forty patients . 
A table of random numbers ( 47 ) was used to establish a matching 
code which served as the basis for the random assignment of the patients 
into the five groups used in the study. In this way patient #1 was 
assigned to group #1, patient #2 to group #3, patient #3 to group #4, 
patient #4 to group ~' patient #5 to group #5, and so on, until all 
of t he forty patients had been placed in the five groups. Table I 
describes each of the groups with respect to the matching variables. 
The groups are identified in the Table as: Active-Participant (AP) 
conducted by Leader 1 (Ll), Active-Participant conducted by Leader 2 
(L2), Active-Interpretive (AI) conducted by Leader l, Active-Interpretive 
conducted by Leader 2, and the Control group. The N for each group was 
eight. 
To determine the statistical adequacy of the matching, each group 
was compared with every other group for each of the four matching vari-
ables. A non-parametric statistic, Wilcoxon's ''T" test for unpaired 
replicates ( lOh ) was used to test the matching on the variables of age 
and length of hospitalization, since the assumption of normality of dis-
tribution could not be made for -these two variables . Wilcoxon states 
that with eight replicates or pairs, i . e . , anN of ,-·eight , the 
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TABLE I 
DESCRIPTION OF GROUPS ON BASIS OF MATCHI NG VARIABLES 
Group HAS Total Score HAS Subscale I Total Age 
(pre-therapy) Score (pre- Hospi taliza- (in 
therapy) tion (in years) ·year s) 
AP- Ll 
Mean 44.7 41.7 13.4 37.8 
Range 84.6 88.2 22.4 45.3 
12.2 12.5 8.0 29.5 
AP-L2 
Mean 45.9 42.5 13.4 37.2 
Range 72.4 '65. 2 24.1 47.8 
28.0 16.7 5.6 32.8 
AI-Ll 
Mean 45.1 48.1 13.0 37.9 
Range 83.1 73.3 19.4 44.5 
16.3 17.4 5.1 29.3 
AI-12 
Mean 44.6 42.9 13.5 37.2 
Range 89.2 91.7 22.8 45.1 
14.9 13.0 4.9 26.1 
Control 
Mean 45.0 46.4 L3 . .3 37.8 
Range 81.6 84.6 21.1 45.5 
11.~.3 11.5 2.9 24.7 
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probability of chance occurrence of a lower rank total equal to or 
less than forty-ni.ne is .05, s:L"lce ..:. th an N of eight the theoretical 
expected rank ·tDtal would be sixty-eight for each group (104, p. 14, 
Table I). In each of the comparisons made to test the matching on 
age and length of hospitalization, a lO'Ner rank total greater than 
forty-nine was obtained . It was therefore poss ible to state ~~th 
confidence that the probability of a similar occurrence by chance 
alone was greater uhan .o5, or that the groups could be considered 
as coming f r om t he same population. A more precise estimate of 
probability was not possible since Wilcoxon's table of probabilities 
does not extend beJ~nd the .05 level of significance. 
To determine t he adequacy of the matching on the Hospital 
Adjustment Scale total score and the subscale I score, the ~ test 
for the significance of t he differences between uncorrelated means 
was applied ( 35 ) • It was found that in neither case were there 
any differences between the groups t hat approached significance,sance 
there vrere no probability values falling below .5o . It may be said, 
therefore , that the five ·groups were not significantly different on 
the basis of the four matching variables, i.e., the groups were 
equally representative of a single population, and any differences 
that existed could be attributed to chance variation. 
II. PROCEDURE 
A. Leaders and Groups 
The two leaders in this studywere the joint authors of this 
paper . They were student clinical psychologists who had each spent 
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at least two years in a mental hospital setting and had worked ex-
tensively with psychotic patients. In addition, each had had a 
minimum of one year of group psychotherapeutic experience vdth re-
lated psychiatric supervision, including personal experience as a 
member of a group. 
The two leader roles employed i n t his study were identifi ed as 
the Active-Participant role and the Active-Interpretive role, both 
of which will be fully discussed in the next section of this chapter. 
Leader 1 (Goldstein) assumed the Active~Participant role vrith one 
of the groups and the Active-Interpretive r ole vdth the other, while 
Leader 2 (Semon) similarly assumed the Active-Participant role with 
one of his groups and the Active-Interpretive role with the other 
group. Each of these four experimental groups was subj ec·ted to the 
same leader role throughout its series of group therapy sessions. 
As a means of evaluating the specific effect of group therapy, 
a control group was included in the study. The control patients 
continued to receive the standard custodial treatment on their 
respective wards as did the experimental patients, but they received 
no group therapy. They were evaluated, however, before and after the 
treatment period, along with the experimental groups . 
The decision as to the size of the group s was based primarily 
upon two factors: (1) that the groups not be so large and unwieldy 
as to entail some of the members being obscured, and (2) that the 
groups be large enough to insure an adequate range of interaction and 
behayior between members and between members and the leader. With 
these considerations in mind, it was decided that the optimum size of 
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. 
each of the groups would be eight members. 
Therefore, of the five matched groups of patients, one was ran-
domly designated as the control group, while the remaining four were 
similarly assigned to each of the leaders as Active-Participant and 
Active-Interpretive groups. It should be noted that after the exper-
imental. period of group therapy had been concluded, it was discovered 
that one of the patients in the control group had received some special 
interest and attention. He had_been taken home by his parents on 
visits lasting up to four days. No such tr.eatment was accorded any 
members of the experimental groups . Because of these special circum-
stances, it was decided to eliminate this patient from the control group 
for all the statistical comparisons in the final data. It will be 
noted that the pre-therapy HAS scor es for the control group in Tabl e 
I are notjdentical -~th the pre-therapy HAS scores used for the F~S 
analysis (presented in the following chapter). This is due to the ex-
elusion of the patient from the control group and the fact that the mean 
of the HAS scores for the control group was therefore later based on an 
N of seven. 
B. Leader Role 
The two leader roles which were identified and differentiated for 
the purpose of this study were the Active-Participant and Active-
Interpretive roles, defined as follows: 
(1) Active Participant 
The aim of this leader was to promote interaction. To this 
end he functioned as a quasi-member of the group. His behavior was 
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directed primarily toward the stimulation of group activity and the 
encouragement of participation on the part of each member. With this 
purpose in mind, the leader: 
(a) Played a relatively inactive role in the deterrr~nation 
of group issues. 
(b) Encouraged member-to-member interaction. 
(c) Promoted an attitude of mutual support and sharing 
of experiences and feelings. 
(d) Minimized his investigation of personality dynamics. 
(2) Active-Interpretive 
The aim of this leader was to emphasize investigation and 
interpretation with a view to promoting understanding of underlying 
motivations. To this end he analyzed the feelings and attitudes of 
group members and communicated to them his understanding of the 
dynamics. This leader was the central figure in the organization of 
the group. Thus he: 
(a) Played a relatively active role in the determination 
of group issues. 
(b) Clarified issues for the purpose of encouraging further 
investigation. 
(c) Investigated and interpreted the motivations for member 
behavior. 
(d) Focused on individual understanding of feelings and 
attitudes. 
C. Validation of Leader Role 
The degree to which both leaders were successful in assuming these 
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t wo different roles was determined. Two resident psychiatrists, each 
wit h a minimum of a year of group psychotherapeutic experience, were 
asked to judge leader roles fron1 a number of tape recordings of group 
sessions. Each of the psychiatrists was given a copy of the definitions 
and descriptions of the two leader roles and requested to listen to the 
r ecor dings of the sessions. They were asked to focus on the leader's 
comments and indicate which role the leader was assuming in these group 
meeti ngs, by checking either Active-Participant, or Active-Interpretive. 
No other information was given to the judges and they did not communi-
cate in any way during the playing -of t he recordings. 
~venty-four time samples of ten minutes each from eight group 
meetings were used for this validation procedure. The eight group -meet-
ings were selected at random f r om those sessions which were l ater t o 
be used i n the analysis of t he experimental data. The ten minute 
selections were taken from the early, middle, and late portions of each 
of the eight meetings. _Twelve of t he total twenty-four time samples 
were from Active-Particpant sess i ons while the other t welve were Active-
Interpretivee The order of presentation was randomized each t inle i n an 
effort to minimize any patterning-effect. 
Both judges were agreed in identif ying the role which t he leader 
assumed on t wenty- two of the sampl es (92%) . For the other t v·ro samples, 
one judge identified the leader' s intent correctly while the ot her j udge 
disagreed. Thus 96% of judgment s confirmed the leaders' inter pr etations 
of role . 
D. Leader Comments 
I n order to standardize further the condi · .icr;s f or comparis-on of the 
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two group therapeutic techniques, it was felt necessary to control 
the activity of the leader in terms of the number of times he spoke 
during a group meeting. It was apparent that the leader could induce 
interaction by means of his comments and that this in turn would affect 
directly the total number of interactions during a session. To con-
trol this factor, leader activity, defined here by the number of his 
comments, had to be constant, regardless of the particular role he ~~s 
assuming. 
Preliminary observations and trials as leaders with other groups, 
and the recording of the number of comments, provided a mean number 
of comments and range. On this basis i t was decided that an optimum 
number of sixty-five comments would be the goal of each leader for 
each session. 
During the experimental group meetings the leader kept a record 
of the number of his comments by means of a small hand counter, hidden 
from the group in his palm. As a further check, the observer totaled 
the actual number of leader comments from the interaction protocol of 
each session, and this was compared with t he leader's own count. Some 
discrepancy vms noted in the early meetings, but in time each leader 
was able to regulate the number of his comments within a range of five 
around the goal of sixty-five comments. 
E. The Contract 
At the first meeting of each group the leader began with a brief 
orientation as to the purpose and structure of the meetings. Previously 
each of the members in the four experimental groups was seen individually 
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by his leader just prior to the treatment period, for the purpose 
of getting acquainted and also to give some explanation about the 
forthcoming group meetings. In the first group meeting the leader 
re-introduced himself and introduced the observer to the group. The 
members were then asked to introduce themselves in turn. 
The members were told that they would be brought to the meetings 
by an attendant at the appropriate time, and that they would meet for 
one hour per day, five days a week, for a total of ten weeks. The 
leader stated that he expected each member to come to each of the 
meetings . 
The purpose of the meetings was given as the opportunity for 
people to get together and discuss the things which were important to 
them. The members were asked to express their thoughts, feelings, and 
opinions freely and were assured that they could speak of anything they 
cared to . It was suggested that in this way they might be able to help 
each other. The responsibility of the leader was stated as meeting with 
the group each time and discussing with the members any of those things 
which they might want to talk about. 
Attention was also called to the tape recorder, and its purpose 
briefly described. In order to relieve ·some of the suspicions and 
anxieties about the fUnction of the tape recorder, the leader announced 
at the beginning of the meeting that a portion of the tape recording of 
the group discussion would be played back to the group toward the end of 
the meeting. This was done for all of the groups during the last fifteen 
minutes of each of the initial meetings. 
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F. Observer and Observer Reliability 
The observer in each of the group meetings was the psychologist 
who was not acting as leader at the time. As far as possible the ob-
server was kept in the ' background of the group situation. He did not 
reply to comments directed at him or otherwise Communicate with the 
group members. The primary purpose of t he observer was to record group 
interaction and behavior. He scored interaction uni ts and noted any 
other behavior occurring during the group meeting. 
It was necessary to predetermine the reliability of the observa-
tions and interaction scoring. Therefore, prior to the experimental 
period of therapy, the two psychologists simultaneously observed five 
groups of chronic psychotic patients already in progress at the hospital. 
The t wo observers independently scored interaction for each of the 
group meetings, according to the scoring system established for the 
study (p. 49 ) • 
From the protocols of the five group meetings, thirteen time 
samples of fifteen minutes each were obtained. The rank-differ ence 
(nn) method of correlation ( 35 ) was then applied to determine the 
extent of agreement between the two observers , and the significance of 
t he reliability figures was derived. This was done for the t hree cate-
gories of total interaction, member and member interaction, and member 
and leader interaction. In each case, it was noted that the likelihood 
of getting such an agreement by chance was less than one out of one 
hundred. Therefore, one could assume that the observed degree of agree-
ment was due to factors other than chance. 
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G. Physical Setting 
The four experimental groups met for one hour each day, five days 
a week, for a period of ten weeks. Each of these groups, therefore, 
received a total of fifty hours of group therapy. The experimental 
groups were collected and brought to the group meetings by a special 
attendant. The mean attendance throughout this period was 7.6 members, 
out of a possible eight, members per group. With the exception of two 
meetings, the number of patients present was at least six. 
A special room was prepared in the basement of one of the hospital 
buildings and furnished 1vith tables and chairs. The patients in each 
group sat around a large table, with the leader sitting at one end of 
the table. Each of the patients was assigned a number for more effi-
cient recording of interaction, starting ~~th #1 to the left of the 
leader and around to #8. The observer's table was placed about ten 
feet from the group in one of the corners of the room, and at the ob-
server's side was a tape recorder on a smaller table. In an effort to 
minimize extraneous, interfering noise in the tape recording, drapes 
were hung along the walls and the floor was covered by rugs. A micro-
phone was st~tng above the group table and attached to the recorder. 
Both the microphone and tape recorder were fully visible to the group 
members. The purpose of the tape recorder was described for each 
group during the initial meeting (p. 45). 
III. 1!&ASURES 
Here will be described the various measures used to deal with the 
experimental data and the specific statistical techniques employed for 
the analysis of these data. 
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A. Therapeutic Effectiveness 
The measure of therapeutic effectiveness adoptedve.s the Palo 
Alto Hospital Adjustment Scale (hereafter referred to as the HAS). 
This is a behavioral rating scale designed to evaluate patients' 
behavior in a psychiatric hospital ( 59 ). The standardization of the 
scale was based on a population of 518 patients, 353 males and 165 
females, of whom approximately 95% were hospitalized psychotic pa-
tients. The scale consists of behavioral statements which were de-
rived from interviews with psychiatric aides who described in detail 
patients they knew. Items that were ambiguous or undesirable for 
other reasons were eliminated. Weights were then assigned to the re-
maining statements on the basis of judges' evaluations. The statements 
were differentiated on t he basis of whether they indicated an expanding 
(E) or contracting (C) behavioral tendency. In this case, expanding 
referred to behavior oriented toward the environment, while contracting 
indicated behavior oriented more toward the self. Validity studies 
on the HAS revealed that the scale was able to discriminate at the 
.01 level of significance between two groups of patients who were in-
dependetly judged to be extremely disturbed or in remission. Studies of 
reliability showed a correlation of .84 between simultaneous ratings 
of patients on the scale by different ward attendants . 
The HAS (Form II) consists of ninety items which can be divided into 
three subscales. Subscale I (items 1 - 42 ) measures Communication and 
Interpersonal Relations; subscale II (items 43 - 67) deals with Care 
of Self and Social Responsibility; subscale III (items 68 - 90) rates 
Work, Activities and Recreation. Ratings are made by the ward attendant 
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or psychiatric aide, who must have known the patient a minimum o£ 
three weeks to three months. Each o£ the statements in the scale may 
be rated as True, Not True, or Doesn't Apply. A per cent score is 
obtained by taking the proportion o£ the E statements to the total o£ 
the E and C statements rated. This gives a quantitative estimate 
of the patient's hospital adjustment; the higher the score, the 
better the adjustment. The mean o£ the HAS scores £or the 518 patients 
used in the standardization o£ the scale was 57.3 with a standard 
deviation o£ 27.7. In addition to the total score, it is possible 
to obtain separate scores £or the three subscales (Appendix a). 
Ratings on the HAS in this study were obtained within two weeks 
be£ore the start o£ treatment, and again within two weeks £ollcrvdng 
the total series of group therapy sessions. Each o£ the £orty patients 
in the study, experimental and control, was rated by the same ward 
attendant before and a£ter treatment. 
In order to measure the effectiveness of the group therapy, £ollmv-
ing the experimental treatment period, the pre and post f~S ratings 
·were compared. The comparisons were made for the total score and also 
for each of the three subscales. The statistic used and the results 
obtained are presented in the £oll~lng chapter. 
B. Interaction 
An integral part of this project was the study o£ the development 
of interaction. It was anticipated that the development of interaction 
would vary as a function of leader role. The measure o£ interaction 
vdthin the group meetings vres designated as the interaction unit . When 
a statement, question, or non-verbal evidence o£ dire.cted interest by 
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any member or the leader, elicited a response, verbal or non-verbal, 
from any other member or the leader, this was scored as an interaction 
unit. Two categories of interaction units were employed to distinguish 
interactions between two or more members (M & M) and those between one 
or more members and the leader (M & L). 
The interaction unit was characterized by two distinct phases: 
(1) the initial phase or bid for interaction, i.e., a statement, ques-
tion, or non-verbal evidence of directed interest by any member or 
the leader, and (2) the terminal phase, which completed the interaction, 
i.e., the response, verbal or non~verbal, by any other member or the 
leader. These aspects are illustrated in the following examples 
where M and L designate a member and the leader respectively, and the 
number subscript for M identi.fies a particular member. 
Inj_ tial Phase Terminal Phase 
= 1 interaction unit ( M & M) 
- 1 interaction unit (M & L) 
After preliminary use o.f the scoring scheme with trial groups, 
and its evaluation on this basis, the following conventions were adopted 
to insure ~~imum standardization and agreement: 
(1) When any attempt at interaction by a member elicited a response 
from more than one of the other members, an additional interaction 
unit was scored for each member responding. 
Ml --~ M2 
M5 --? M2 
= 1 interaction unit ( M & M) 
= 1 interaction unit ( M & M) 
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(2) When any attempt at interaction was directed to a specific 
member, and was not responded to qy that member but instead elicited 
a response from another member, an interaction unit was scored between 
the initiator of the interaction and the member responding. 
M1--~ M3 = 1 int eraction unit ( M & M) 
(3) Vfuen any attempt at interaction was directed to the group 
as a whole by a member or the leader, and elicited a response from 
one or more of the other members, an interaction unit was scored for 
each member responding. 
M2 -~ Group M7 -~ M2 a 1 interaction unit ( M & M) 
M4 --~ M2 = 1 interaction unit (M & M) 
L --~ Group M5 -~ L 
- 1 interaction unit ( M & L) 
M6 --~ L = 1 interaction unit ( M & L) 
~ 
(4) Any attempt at interaction directed to the leader was scored 
as an interaction unit between that member and the leader (M & L), 
whether or not the leader responded overtly. It was assumed that the 
leader recognized tpe attempted interaction but eontrolled his response 
on the basis of his appraisal of the situation and his therapeutic in-
tent at the time. Therefore an interaction unit was scored routinely 
despite the absence of an overt terminal phase. 
Interaction was recorded by the observer during each group meet-
ing . Following each meeti ng the interaction units were scored and 
tabulated according to the scoring scheme. To achieve further uniformity 
of procedure, where any question as to scoring arose, the leader of that 
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meeting was consulted by the observer and a decision made on this basis. 
The reliability of the observations and scoring procedures has already 
been presented (p. 46). 
The analysis of interaction was based on a sample of the therapy 
sessions selected in accordance with the following criteria: (1) there 
must be at least seven members present in each of the four group 
meetings for that day, and (2) the tabulation of leader comments for 
each of the four group meetings for that day must agree within a range 
of ten. Twenty-seven of the total fifty days satisfied these criteria 
and these were divided into three time periods of nine sessions each, 
occurring in the Early, Middle, and Late portions of the total period 
of group psychotherapy. 
follows: 
Time Period 
Early 
Middle 
Late 
The time periods and their sessions were as 
Sessions 
6, 10, 14, 15, 18, 21, 22, 23, 24 
25, 29, 30, 31, 32, 34, 36, 37, 38 
39, 40, 41, L~2, 43, 44, 45, 46, h7 
In addition to these three time periods, the first five meetings 
of each group were estaplished asanother time period and used as a 
basis for comparison with each of the other time periods. These first 
five meetings of each of the f our experimental groups were used as a 
preliminary warming-up period. During that time the leader roles, while 
theoretically differentiated, were not fully articulated in practice. 
A gradual transition to the assumption of distinct roles was expected and 
observed. These initial sessions were considered as representative of the 
interaction picture at the start of the treatment period, and were used 
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as a basis for comparison with later sessions in order to indicate the 
development of interaction in time. 
It was expected that there would be no significant clifferences 
in the interaction patterns of the groups at the start. To test this, 
the mean number of member and member ( M & M) and member and ~eader 
(M & L) interaction units for the members of each group during the first 
five meetings were compared. Comparisons were made between the Active-
Participant and Active-Interpretive groups of each leader, and also 
between the combined Active-Participant and combined Active-Interpretive 
groups, according to Wi~coxon's "T" test for paired replicates ( lOh ) . 
The results of these comparisons showed that in each case there were 
no significant differences between the groups during the first five 
sessions. 
The analysis of interaction consisted of two types of comparisons, 
inter-group and intra-group comparisons. The specific comparisons 
made, the statistic used, and the results will be presented in the next 
chapter. 
C. Range of Interaction 
While the tallying and evaluation of the interaction units gave a 
general picture of the development of interaction in the groups, it did 
not specifically indicate changes in the relative number of patients 
participating in the interaction. It was felt that the interaction 
analysis would be incomplete without some evaluation of the development 
of interaction as a function of the number of members pa~ticipating. 
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The range of interaction was therefore established as the measure 
of the number of different combinations of individuals participating 
in the interact.io.IJ.ii• More specifically, it ref erred to the number of 
diff erent combinations of members, or of members and the leader, int~r­
acting in any given time period. Any one of such combinations vms called 
a range of interaction unit and was scored just once, regardless of 
the number of times it occurred. 
The range units were scored and tabulated, again using the 
classification M & M and M & L, for each of the group meetings in the 
three experimental time periods. It was hypothesized that the range 
of interaction would also vary as a function of leader role. To test 
this, the f~ur-fold ·chi-square test for the significance of changes 
( 58 ) was employed. For both M & M and M & L range units, the Early 
time period was compared with the Late time period. Such comparisons 
were made for each of the experimental groups and also for the combined 
Active-Participant and combined Active-Interpretive groups. The results 
are presented in the next chapter. 
CHAPI'ER IV 
RESULTS 
This chapter presents the statistical findings. Two sets of data 
have been obtained: ratings on the Hospital Adjustment Scale (HAS), 
pre-and post-treatment, for the control and experimental groups, and 
interaction scores -- recorded during the treatment period -- for the 
experimental groups. The Hospital Adjustment Scale provides our mea-
sure of therapeutic effectiveness. The scores on this scale ~~11 be 
used to test the hypotheses dealing with the effectiveness of group 
therapy and the relative therapeutic effectiveness of two different 
approaches. Interaction scores will be used to test the hypotheses 
dealing with group process: the influence of the role of the leader 
upon the development of interaction. 
I. THE EFFECTIVENESS OF THERAPY 
The pre-treatment data on the HAS, including the results of match-
ing were presented in the preceding chapter. Both in the matching and 
in the analysis of results, the statistic used was the t test for the 
significance of the difference between means for correlated and nn-
correlated data ( 58 ). 
There were two essentially related hypotheses to be tested by the 
pre- and post-ratings on the Hospital Adjustment Scale. 
Hypothesis A stated that the groups that received therapywould 
show improvement on the Hospital Adjustment Scale; the group that received 
no therapy would show no improvement. 
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To t est this hypothesis, pre-treatment scores were compared with 
post-treatment scores for the control group and for the combined ex-
perimental groups. The results, presented in Table II, show the means 
pre- and post-treatment, the ! ratios, and the probabilities f or the 
significances of the differences between the means. Changes in each 
of the three subscales were separately evaluated. The means, pre- and 
post-treatment, with the corresponding ! ratios and P values, for the 
combined AP groups and combined AI groups are also shown in Table II; 
t hese data are relevant to a later hypothesi s. 
The symbols I, n, and III here and i n subsequent tables refer to 
the three HAS subscales: subscale I measures Communications and Inter-
personal Relations; subscale II, Care of the Self and Social Respon-
sibility; and subscale III evaluates 11fork, Activities, and Recreation. 
The symbols AP and AI will stand for Active-Participant and Active-
Interpretive respectively. 
As the prediction for the control group did not involve a direction-
al trend, the two-sided test of significance was used. The prediction 
of positive changes in the experimental groups allowed the use of a 
one-sided test ( 20 ) • Inspection of Tabl e II shows that the '~control 
group made no significant improvement on t he HAS ratings (P). .90). This 
was as predicted. The combined experimental groups show a difference 
between means that is significant at the .10 level. This finding is 
accepted as indicative of an important trend but not sufficient basis 
for confirmation of the hypothesis that group therapy makes a difference. 
Examination of the changes on the subscales of the HAS clearly shows 
that the behaviors measured by subscales I and II are most directly affected. 
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TABLE II 
MEANS , PRE ANTI POST THERAPY, t RATIOS AND PROBABILITIES FOR THE 
SIGNIFICANCE OF' TtlE DIFFERENCE BETWEEN THE MEANS ON THE 
HOSPITAL ADJUSTMENT SCALE 
Hospital Adjustment Scale 
Groups Total I II III I & II Combined 
Experimental-
Combined 
Means - Pre 45.1 43.8 48.5 h3 .0 45.3 
Post h9.5 48.4 56. 7 44.7 50.6 
t 1.60 1.81 1.56 . 36 1.90 p <·10 ~05 ~10 >;35 <·05 
AP-Combined 
Means - Pre 45.4 42.1 50.9 45.2 46.5 
Post 51.0 46.9 65.3 43.7 56.1 
t 1.63 1.51 1.84 . 02 1.98 p ,.10 <;10 -.:::;05 ~.45 <·05 
AI-Combined 
Means - Pre 44.9 45.5 46.0 40.8 45.8 
Post 48.0 h9.L. 48.1 L~4.1 48.3 
t .73 1.08 .30 .54 • 76 p ~.20 .::r-.10 ~.35 >·25 ~.20 
Control 
Means - Pre 48.3 50.2 53.8 40~2 47.6 
Post 48.5 52~2 47.2 42.6 47 .6 
t .03 .33 -. 81 .26 . 01 p 
_>.90 ~70 ~.40 >· 80 .)..90 
-58-
Subscale III makes no significant contribution to the overall picture 
of improvement. In view of this fact and with the idea in mind that 
the results might be appreciably different if subscale III were ex-
eluded, the analysis was repeated with an HAS score for subscalesi an:i 
II combined. 
The results of this analysis show that the P value for the control 
group remains essentially unchanged; the combined experimental groups, 
however, show a degree of improvement on this part of the HAS significant 
at the .o5 level. 
The findings on the Hospital Adjustment Scale score for subscales 
I and II combined confirm the hypothesis that group therapywill effect 
significant changes in chronic schizophrenic patients. 
We now turn to hypothesis B which stated that there would be no 
. . 
significant difference in the therapeutic effectiveness of the two 
approaches: Active-Participant vs. Active-Interpretive. 
This hypothesis was tested by comparing the mean difference .between 
the pre- a.11d post-HAS ratings for the combined AP groups with the mean 
difference for the combined AI groups. The statistic used was the t ratio 
for the significance of the difference between uncorrelated means. A 
two-sided test of significance was utilized. The an~ysis was repeated 
on the scores for subscales I and II combined. No significant differences 
were found. In neither case were the probabilities lower than .40. The 
means pre- and post-therapy for the combined AP and combined AI groups 
have been presented in Table II (p. 5~). 
The results of the statistical treatment of the data do not permit 
rejection of the hypothesis that there is no significant difference in the 
therapeutic effectiveness of the two approaches. 
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II. II'fi'ERACTION 
The definition of interaction, scoring method, and the reliability 
of the observers was discussed in an earlier section of this report. An 
interaction unit was defined as occurring when a question, statement, or 
non-verbal evidence of directed interest by any member or the leader 
elicited a response, verbal or non-verbal, from any other member or the 
leader. Interaction units were divided into two main categories: be-
tween members ( M & M) and between any member and the leader (M" & L). 
Predictions were made about the kinds of interactions that would predo~ 
inate in a given group. Similar predictions were made about the range 
of interaction which was defined as the number of different individuals 
represented in the interaction units occurring within a given time period. 
The experimental groups were so matched at the outset that there 
were no significant differences between them vtith respect to the incidence 
of M & M or M & L interactions. This conclusion was based on an analysis 
of interaction units as they occurred in the first five meetings (Initial 
period). The statistic used for the matching and for the analysis of 
the experimntal data was Wilcoxon 1 s 11 T11 test for paired replicates 
based on the means of the scores for the individual members ( 104 ). The 
directional hypothesis allowed the use of the one-sided test for levels 
of significance. 
The development of interactions was analyzed along two dimensions: 
inter-group and intra-group. In the former, the AP and AI groups were 
compared on the mean incidence of M & M and M & L interactions at each 
of three time periods -- Early, Middle, and Late. This analysis is 
considered the primary test of the hypothesis. The study of interactions 
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at the intra-group level was designed to provide fuller understanding 
of the obtained results. The data relevant to these analyses are given 
in Table III which shows the means of the two kinds of interaction for 
the combined AP and the combined AI groups at each time period. The 
figures in this table represent the sum of the means for the individuals 
in each group for the given time periods. He:z-e and in subsequent tables, 
the terms Initial, Early, Middle, and Late designate the time periods 
into which the meetings were grouped. The specific meetings included 
in each time period have been stated. The symbol (c) is used to show 
that groups have been combined, i.e., AP(c) stands for combined Active-
Participant groups. The symbols M & M and M & L will refer to member 
and member and member and leader interactions respectively. The s;;unbol 
M & L
8
p represents the class of member and leader interactions that are 
spontaneously initiated by the member; the data for this type of inter-
action unit will be referred to in a later section of this chapter. 
We now turn to hypothesis C which stated that the interaction units 
would vary as a function of the role of the leader. 
was predicted that: 
Specifically it 
(a} In the group where the leader assumed the Active-Participant 
role, there would be significantly more member and member (M & M) inter-
actions than in the group where the leader assumed the Active-Interpretive 
role. 
(b) Correspondingly, it was predicted that the group in which the 
leader assumed the Active-Interpretive role would show significantly more 
member and leader (M & L) interactions than would the group in which the 
leader assumed the Active-Participant role. 
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TABLE III 
MEANS, AND PROBABILITIES FOR THE DIF:F'ERENCES BETWEEN THE :MEANS FOR 
THE COMBINED ACTIVE-PARTICI PANT AND COMBINED ACTIVE-
INTERPRETIVE GROUPS COMPARED WITH RESPECT TO 
TYPES OF INTERACTIONS 
Interactions Time Periods 
Initial Early Middle Late 
M&M 
AP(c) 15.7 22 . 8 23.7 19. 9 
AI (c) 7.1 5.0 8.2 7.1 
p NS* <. . 05 ). .05 .(.05 
M& L 
AP(c) 75-3 63 . 8 58.3 60. 7 . 
AI(c) . 74.2 75.0 65.0 69.4 
p NS NS NS NS 
M...§LLsp 
AP(c) 25.4 20.9 16 .9 16. 9 
AI (c ) 2o.L. 18.1 21. 7 15.6 
p NS NS NS NS 
* Not signif'icant 
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To test the first part of this hypothesis, the difference in the 
mean incidence of M & M interactions between the combined AP and combined 
AI groups was analyzed at each of the three time periods (Early, Middle, 
and Late). The resulting probabilities for the significance of the diff-
erence between the means are summarized in Table III. 
Inspection of this table shows that the combined AP groups had more 
},i & M interaction units than the combined AI groups throughout the course 
of treatment . In the Early period, the difference is significant at the 
.o5 level . The probability is greater than .05 at the Middle period, and 
for the Late period, the probability of the difference is less than .o5. 
It is impossible from Wilcoxon's table to interpret P values above the 
.o5 level precisely. This problem is discussed in Appendix A, where it 
will be seen that the observed differences for the Middle period evidently 
approach significance. The analysis of M & M interactions was repeated 
according to a model for testing the si~1ificance of combined results 
suggested by Jones and Fiske ( 45 ) • The results were similar to those 
stated above. The findings confirm the hypothesis that there will be 
significantly more member a~d member interactions in the group where the 
leader assumes the Active-Participant role. 
The correlative hypothesis Cb stated that in the group where the 
leader assumed the Active-Interpretive role there would be significantly 
more member and leader (M & L) interactions than in the group where the 
leader assumed the Active-Participant role. 
Examination of the results (Table III) reveals no significant diff-
erences L~ the mean incidence of M & L interactions between the combined 
AP and the combined AI groups at the different time periods. Exact prob-
abilities could not be obtained but reference to Appendix A will show that 
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the differences are not sufficient to indicate important trends . Thus, 
this part of the hypothesis was not confirmed. 
In view of the negative findings on this part of the hypothesis, 
an additional analysis was done . The AP and AI groups were compared 
at each time period with respect to the mean incidence of the class of 
member and leader interactions that were spontaneously initiated by the 
member (M & L6p) . The unit of member and leader interaction (M & L) used 
in the primary test of the hypothesis included both interactions initiated 
by the leader and those initiated by the members . It was felt that the 
standardized productions of the leader (sixty-five comments/meeting) might 
be obscuring significant effects . In retrospect it also seemed that 
M & Lsp interactions could better be compared with M & M interactions, 
since both rely on the members creating the opportunity for interaction. 
The results, presented in Table .III, show no significant differences . 
In general, the findings parallel those obtained from the analysis of the 
M & L interactions . 
To clarify the data further, the development of M & M, M. .. & L, and 
M & Lsp interaction units within the combined AP and the combined AI 
groups (Intra-group) were analyzed. Interactions as they occurred in 
the first five meetings (Initial) were taken as the standard against which 
the interactions at each subsequent time periodwere compared. No sig-
nificant differences were found. The means for the comparisons made 
appear in Table III (p. 61) . 
III. RANGE OF INI'ERACTION UNITS 
The next set of data to be analyzed is the range of interaction units . 
Evaluation of changes in the number of different combinations of individuals 
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participating in the interactions occurring at different periods o£ 
time should provide some understanding of the extent to which observed 
increases in interactions are a function of a limited number of people 
interacting more; or to what extent changes are due to the fact that 
a greater number of people participate in the group meetings. The ex-
pectation was that not only would a given type of interaction predominate 
in a given group but that within each group there would be an increase in 
the number o£ people participating in such interaction. This idea is 
expressed in hypothesis D which stated that the range of interactions 
would vary as a function of leader role. It was predicted: 
(a) where the leader assumed the Active-Participant role there 
would be a significant increase in the range of member and member (M & M) . 
interactions, and 
(b) where the leader assumed the Active-Interpretive role, there 
would a significant increase in the range of member and leader (M & L) 
interactions. 
To test the first part of this hypothesis, the range o£ M & M inter-
actions was analyzed for the combined AP groups . A £our-fold Chi 
square test was used to determine the significance of the changes be-
tween the Early and Late periods ( 58 ). This provided a statistical 
test £or the development of the range of M & M interactions within the 
combined AP groupsover time. Essentially, the comparison is between 
the number of range units present in the Early period but not in the 
Late period (A) with the number of range units present in the Late period 
which did not occur in the Early period (D). Then the significance of the 
difference (A-D) is determined. 
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The results of the analysis shcwved a positive but non-significant 
change in the range of ll:f & M interactions for the combined AP groups 
(P o:::.20). 
With respect to the second part of hypothesis D the evidence was 
negative. Differences in the range of M & L interactions were non-
significant by the binomial test ( 58 ). Analysis of these results 
was limited because of the restricted range of possibilities ( N = 8 ). 
The findings do not confirm the hypothesis that the range of 
interaction will vary as a function of the role of the leader. A ten-
dency in the predicted direction was, however, noted in the combined 
Active-Participant group . 
IV. TWO SUPPLEMENTARY HYPOTHESES 
From a critical inspection of the data, t wo hypotheses emerged : 
which appeared worthy of further investigation. One hypothesis sugges-
ted was ·that there is some sort of interaction between the leader role 
and the person assuming it. The data were therefore separately analyzed 
for the four experimental groups. 
Table IV reports the analysis of the pre- and post-treatment HAS 
ratings for each of the experimental groups, including the findings 
for subscales I and II combined. Here and in subsequent tables, the 
symbols ~ and L2 will refer to the co-authors N. Goldstein and R. Semon 
respectively. 
The patterning of the results given in Table IV suggested that there 
might have been a leader effect operating . That is, in addition to the 
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TABLE IV 
:MEANS , PRE .AN""D POST THERAPY, t RATIOS AND PROBABILITIES FOR THE . 
SIGNIFICANCE OF THE ,DIFFERENCE BETWEEN THE MEANS ON THE 
HOSPITAL ADJUSTh'l.ENT SCALE 
HosEital Adjustment Scale 
Groups Total I II III I & II Combined 
AP- L1 
Means - Pre 44.8 41.7 4!.~ . 8 46.3 43.0 
Post .50.4 46.6 65 .6 43.2 .52.3 
t .80 . 91 1.58 -.24 1.33 p· 
.>-.20 > .15 <"• 10 ~.40 ~.10 
AP - 12 
Means - Pre 45.9 42.5 57 .1 44.1 46.4 
Post 51.6 47.1 6.5 . 0 47.5 52.2 
t 2.h8 1.2.5 . 90 .43 1.61 p 
.02.5 ..)..10 .)t. . 1.5 ~.30 < .10 
AI - L1 
Means - Pre 4.5.1 48.1 35 .5 46 • .5 44.1 
Post .50.7 .54.4 44.7 48.9 .51.1 
t 1.4.5 1.29 1.10 .29 1.80 p , .10 ::>.10 >.1.5 ~- 35 < .10 
AI-L •. 2 
Means -Pre 44.6 42.9 .56 • .5 3.5.1 47.6 
Post 45.4 4.5.4 .51..5 39.2 47.1 
t .09 .37 ~ .46 .44 -.06 p ~ .45 >.35 ~.30 >.30 > .4.5 
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particular role assumed by the leader, it appeared that a given leader 
might have had better success with a given approach. One leader (Ll) 
gets more significant results (P~.lO) with his Active-Interpretive 
group , while the other Leader (L2) gets more significant results vdth 
his Active-Participant group (P~.02). It is also clear that one 
leader (~) gets less striking but more consistent P values for both 
the Active-Participant and Active-Interpretive groups. The other 
leader (L2) gets a markedly significant result with one group (AP) 
but a clearly non- significant result with the other. 
To test the extent to which characteristics of the leader affected 
his efficiency in a given role, an analY-sis of covariance was done { 53 ). 
The purpose was to determine if there was a significant interaction 
between a leader and the approach used . This method of analysis wpuld 
enable us to state whether the results were significantly affected by 
initial differences in the leaders . The analysis was repeated on the 
HAS scores for subscales I and II combined. The results showed no 
significant interaction between an approach and the leader . In neither 
case was the F ratio greater than . 36 . Wi th one degree of freedom in 
the numerator and twenty-seven degrees of freedom in the denominator, 
an F ratio of 4.21 is needed for significance at the .05 level . 
A similar hypothesis was suggested by the data with respect to 
the interaction units. \~en the AP group of each leader was compared 
vd. th his AI group with respect to the mean incidence of M & M and M & L 
interaction, clearly different patterns emerged. The means of the M & H 
and M & L interactions for each of the four experimental groups are given 
in Table V. The probabilities for the significances of the differences 
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TABLE V 
li!lEANS OF INTERACTIONS, AND THE PERCENTAGES OF MEl\ffiER AND MEMBER AND 
SPONTANEOUS MEMBER AND LEADER INTERACTIONS TO TOTAL INTERACTIONS 
Groups Time Periods 
Initial Early Middle 
AP-L1 23.9 24.9 .27.3 M&M 
It & L 95.8 69.1 56.5 
M&L 42.4 29.2 20.4 
% M &~I 20 26 29 
% M & Lsp 35 31 24 
~2 7.5 20.6 20.1 M&M 
M&L 54.8 58.5 60.0 
M & L8~ 8.L. 12.5 13.3 
%M& 12 26 25 
% M & L8p 13 16 17 
AI-L 
T&\i 11.2 3.7 11.2 
M&L 69.8 67.6 56.9 
M & L8~ 19.L. 15.8 11.5 % M & 11 14 5 16 
% M & Lsp 24 22 17 
AI-L 
-vlM 3.0 6.2 5.2 
M&L 78.6 82.3 73.0 
M& L~ 21.h 20.3 31.8 
%M& · 4 7 7 
% M & Lsp 26 23 41 
Late 
11.9 
61. 2 
20.0 
16 
27 
27.9 
60.1 
13.7 
32 
16 
11. 0 
56.6 
14.5 
16 
21 
3.1 
82 .1 
16.7 
4 
20 
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between the means for the inter-group comparisons are presented in 
Table VI. Inspection of Tables V and VI show that the AP group of 
12 has significantly more M & M interactions than his AI group at each 
of the three time periods -- Early, Middle, and Late. The AI group 
of L2 has a higher mean incidence of M & L interactions than his AP 
group throughout the treatment period (Table V) . In the Early 
period, the difference between the means is significant at the .06 
level; at the Middle period the difference is non-significant; during 
t he Late period, the probability of the difference approaches signi-
ficance (P = . 11, Table VI). For the two groups of 12, the findings 
are generally consistent with the hypothesis that interaction will 
vary as a function of the role of the leader and show clearly diff-
erent t r ends with respect to the predominance of M & M interaction 
units in the AP group and the predominance of M & L interaction units 
in the AI group . 
The two groups of 11 show no significant differences in the 
comparisons made betvreen them with respec t t o these two kinds of inter-
act ions. In addition, tl1ere appears to be a trend toward convergence 
vli t h respect to the mean incidence of M & M and M & L interaction units 
in the p;p and; AI groups (Table V). ViJhile t hese findings could not be 
tested in this study, the patterning of results does suggest t hat t here 
is some sort of interaction between a role and the person assuming it; 
this observation is consistent with that noted previously with respect 
to the HAS results for the groups .of the two leaders. 
Inspection of Table V suggested a second hypothesis. From the 
study of the per cent M & M interactions to total interactions for each 
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TABLE VI 
COMPARISON OF ACTIVE-PARTICIPANT AND ACTIVE-INTERPRETIVE GROUPS 
"WITH RESPECT TO MEMBER AND MEMEER AND MEMBER AND 
LEADER INTERACTION 
Comparisons Time Periods 
Initial Early . Middle Late 
AP-b__~ · AI-L1 
M&M p N&J. NS NS NS 
M& L p NS NS NS NS 
AP- L 
- -2 vs . AI-12 
M&M p NS . 08 (AP) . 05 (AP) . 02 
M& L p NS .06 (AI) NS . 11 
"l!- Not significant 
(AP) 
(AI) 
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of the experimental groups, it appeared that there was a positive 
relationship between the per cent :M & M interactions and improvement 
as measured by the HAS (Table IV)~ It was observed that the group 
that showed the most significant improvement on the HAS (AP-12) 
showed a consistent increase in per cent M & M interactions over . 
time; during the Late :period, this per.cent was higher than for 
any other group . At the same time; the group that was least in~roved 
in terms of the HAS scores (A;J;~L2) had the lowest per cent M & M 
interactions of all the experj~ental groups. The suggested relation-
ship is that more improvement goes wit h more M & M interactions.-
To evaluate the observed relationship between improvement and 
per cent M & M interactions, Wilcoxon's model for testing the signi-
ficance of interactions was used ( 104 ). The analysis was of the 
interaction between the two outcomes (improved vs . unimproved) and 
t ime with respect to the per cent M & M activity. No significant 
interaction was demonstrated. 
Two hypotheses were derived from critical inspection of the data. 
These hypotheses were stated as follows: (a) there is an interaction 
between a leader role and the person assuming it, and (b) there is a 
positive relationship between improvement in group therapy and the 
incidence of member and member interactions. These had not been 
accounted for in the design of the present study and were not statis-
tically verifiable with the data on hand. However, the consistent 
trends observed in the predicted directions and their psychological 
reasonableness indicate that these are hypotheses deserving fUrther 
investigation. 
CHAPTER V 
DISCUSSION OF RESULTS 
In this chapter an attempt will be made to review and evaluate 
the various findings, and where possible these will be related to 
other pertinent investigations in this area. The discussion will 
generally follow the outline presented in stating the hypotheses 
of the study. First, the overall therapeutic effectiveness of group 
therapy will be evaluated, and this will be followed by an examina-
tion of the two therapeutic approaches. The development of interaction, 
including the range of interaction, will then be discussed. Finally, 
an effort will be made to integrate the results from those specific 
areas. 
I. THERAPEUTIC EFFECTIVENESS 
The groups of patients who received group therapy improved 
in their hospital adjustment at the .10 level of significance, while 
the group which was not subjected to this treatment remained at 
about the same level of adjustment . The results indicated a signi-
ficant trend in improvement for the experimental groups. Improvement, 
or the effectiveness of the group therapy, was defined in terms of 
changes in patients' ward or hospital adjustment as measured by the 
Palo Alto Hospital Adjustment Scale. 
As previously noted, the Hospital Adjustment Scale total score 
was based on the three subscales of Communication and Interpersonal 
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Relations (I), Care of Self and Social Responsibility (II), and Work, 
Activities and Recreation (III). Examination of the separate results 
on these subscales revealed that only subscales I and II were directly 
affected, while subscale III seemed to contribute little to the overall 
picture ~f.improvement. An appraisal of the ward situation made it 
apparent that opportunities for change in this area of work, activities 
and recreation were relatively limited on the wards from which the 
patients had been selected. For this reason it was thought that the 
elimination of subscale III from the estimation of the Hospital Adjust-
ment Scale total score would bring more sharply into focus the improve-
ment in hospital adjustment as a function of group therapy. The 
analysis was therefore repeated, using a Hospital Adjustment Scale 
score based on subscales I and II. The experimental groups, by this 
measure, manifested improvement at the .o5 level of significance. Pre-
and post-comparisons for the control group, however, showed no signi-
ficant change. The hypothesis relating to the effectiveness of group 
therapywas therefore further confirmed. 
To appreciate these positive results from group therapy, it is 
necessary to examine the relationship between the group situation and 
certain characteristics of the schizophrenic patient. The schizophrenic, 
and in particular the chronic schizophrenic patient, is classically 
described as withdrawn from social contact with his environment. He 
has found relationships with others unsatisfying, even threatening, and 
has retired to a self-created world of fantasy. As Fromm-Reichmann 
has pointed out, the schizophrenic's withdrawal from close personal re-
lationships may be thought of as motivated by defensive necessity, the 
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fear of repeated rejection, distrust of others and of his own retaliative 
hostility ( 34 ). 
Psychotherapeutic endeavor with schizophrenic patients has as a 
primary goal to convey to the patient that relationships with other 
people are not necessarily painful and that they can be gratifying. 
In group therapy a social situation is artificially created which is 
less spontaneous and more controlled than social situations found in 
the environment, and can serve as a proving ground for such patients. 
In groups, patients may gradually modify previously established, in-
effective social attitudes and techniques and in this way be better 
able both to deal with others and to assume greater responsibility for 
their own needs. 
The consensus of observers and investigators regarding the effective-
ness of group therapywith the psychoses is that this method of treat-
ment is able to effect changes. However, the r esults of such studies 
are usually stated in qualitative or descriptive terms, or when quantita-
tive findings are presented these are not statistically conclusive. This 
study appears to be one of the first controlled studies which conclu-
sively confinns the effectiveness of group therapywith chronic schizo-
phrenics. 
In reviewing the literature on group therapy it was observed that 
many studies lose considerable validity in their failure to make use of 
a more adequate experimental design. One of the major difficulties is 
the lack of suitable measures of therapeutic effectiveness • .• Our positive 
results suggest the possibility that evaluative tools used in most previous 
studies were not sufficiently sensitive to the subtle, gradual changes . 
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which can be induced in psychotic patients. Expectations of 11 cure" or 
discharge from the hospital within a relatively short period of treat-
ment do not seem reasonable with such patients. In addition, since the 
group is perceived as a social situation where the general goal is more 
adequate social adjustment, it was felt a scale was needed which was 
sensitive to changes in this area. The measure of therapeutic effective-
ness in the present study was a rating scale specifically designed to 
evaluate a patient's social adjustment in the hospital, and particularly 
changes in interpersonal techniques and social attitudes. 
Another deficiency common to other studies is the Choice of criteria 
for matching patients. It seemed likely that matching variables eenteri:Q.g 
about social habits and attitudes would be more appropriate for revealing 
change as a function of the group therapy than such variables as intelli-
gence, education, etc . In the present study this need was met by matching 
the groups on both overall social adjustment and communication and inter-
personal relations as measured by the HAS. Many previous studies also 
show lack of control over some therapeutically influential variables. It 
was noted, for example, that other therapeutic techniques such as electric 
shock treatment and individual therapy were employed during the period 
of group therapy, which probably obscured the specific effect of the group 
therapy~ The present study provided for the exclusion of patients who 
were in any other ·type of therapy, and throughout the experimental period 
of group therapy no other treatrr~nt was administered. Further, whereas 
other studies tended to be inconsistent in their therapeutic approach and 
use of therapists, in this study an effort was made to define t he leader's 
role and make use of therapists who were approximately at the same level 
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of experience. The provision for two leaders permitted a comparison 
of the ability of the leaders to assume specific roles. In brief, 
positive findings on the effectiveness of group therapywith chronic 
male schizophrenics are especially gratifying because theywere obtained 
' 
by a more rigorous and systematic approach to the problem than has 
characterized work in this field. 
II. THERAPEUTIC APPROACHES 
While the groups which received therapy improved, a comparison 
of the results of the combined Active-Participant and combined Active-
Interpretive groups revealed no significant differential therapeutic 
effect. Neither of the two approaches was more effective than the 
other in producing changes in the patients. However, a more careful 
evaluation of the results pointed up the following features: 
(1) An examination of the respective mean results of the two 
approaches (Table II, p. 57) revealed that both types of groups moved 
in a positive direction, but that the differential effect, as reflected 
in the inter-group comparison, was not significant. Intra-group 
analysis, however, showed that the combined Active-Participant groups 
improved at a .10 level of significance while the combined Active-
Interpretive groups showed positive but non-significant movement . This 
suggested so1oo tendency toward differential effectiveness in favor of 
the Active-Participant groups. 
(2) Fur~her, a significant level of improvement was not established 
for all of the experimental groups. It seemed likely that in the absence 
of a differential therapeutic effect, which the results appeared to indicate, 
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one would expect all of the experimental groups to show more or less 
the same degree of improvement. The groups, however, were inconsistent 
in this respect. The observation that one leader got more significant 
improvement in his Active-Participant group, and the other leader bet-
ter results in his Active-Interpretive group, seemed rather to suggest 
t he possibility of some interaction between a leader and the approach 
used. 
(3) It vms also observed that the two groups of one leader were 
close together in terms of degree of improvment, while the groups of 
the other leader were divergent in their results. It appeared, there-
fore, that in the area of therapeutic effectiveness one leader obtained 
relatively more consistent results than did the other leader. This 
seemed t o support further the possible presence of a differential re-
sult attributable to the leader. It appeared that the therapeutic 
results were not being effected exclusively by the leader's approach, 
since in that case one would have expected comparable results between 
the leaders who were assuming the same roles, There was the sugges-
tion that some additional variable, inherent in the leader, was in-
fluencing these results. 
On the basis of the above observations it was felt that the accept-
ance of the null hypothesis regarding differential therapeutic effective-
ness could be questioned. The patterning of the results for the 
individual groups seemed to suggest some interaction between leader and 
approach which would make for a differential effect in the performance 
of the two leaders. 
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As noted above, the combined Active-Participant groups improved 
in their hospital adju~tment at the .10 level of significance. Vlhen 
subscale III was eliminated from the computation of the Hospital Ad-
justment Scale score, for the reasons given earlier, the combined 
.Active-Participant groups showed improvement at the .o5 level of 
significance. The Active-Participant, or group-centered approach, 
therefore, was associated with significant positive changes .in these 
patients. This has also been demonstrated in other studies of normal 
and neurotic -persons. In the present study the changes in tr~ 
patients were in the areas of interpersonal adjustment and social 
response. This was observed qualitatively in the Active-Participant 
groups where there was manifested a sharing of cigarettes and candy 
among the members, and generally an expression of more positive feeling 
and spontaneous interest in others. The Active-Participant approach 
provided an atmosphere in which the patients found that interpersonal 
relations were not necessarily threatening and gradually experienced 
less tension and anxiety in dealing with others . 
The combined Active-Interpretive groups, it was noted, did not 
change significantly in the hospital adjustment in time. In an 
attempt to explain this apparent ineffectiveness of the Active-Inter-
pretive approach in producing significant changes in the patients, one 
must consider the atmosphere created in the groups by this approach . The 
goal of the Active-Interpretive leader was the investigation and in-
terpretation of the motivations for the behavior of members. He dealt 
with the members individually in this way and consequently was perceived 
as the central figure of authority. Lewin and others ( 52 ) have noted 
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that authoritarian groups tend to be generally more aggressive in 
attitude and behavior . In the present study also there was a more 
intense expression of negative affect in the Active-Interpretive 
groups. This was manifested in aggressive outbursts on the part of 
members to1~rd other members or toward the leader. In one of the 
Active-Int erpretive groups particularly, one of the members alternately 
tampered vnth the tape recorder or left the group room in deliberate 
defiance of the leader and his efforts to curb such behavior. At 
other times one member was assaulted by another member, and the 
leader was threatened with physical harm by an angry member. In 
this type of group atmosphere members were less able to modify their 
psychotic ber~vior and relate to others in a positive manner, and it 
is probable that their tension and anxiety in regard to int erpersonal 
relations was maintained at a high level. 
III. INTERACTION 
The results showed that the prediction for member and member 
U & M) interaction was confirmed : in the group where the leader 
assumed the Active-Participant role, it was expected that there would 
be significantly more member and member interactions than in the 
group where the leader assumed the Active-Interpretive role . In 
each of the time periods the combined Active-Participant groups showed 
significantly more interactions between members than the combined 
Active-Interpretive groups. 
However, the expectation of significantly more member and 
l eader ( M & L) interactions in the combined Active-Interpretive groups 
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as compared to the combined Active-~articipant groups was not realized. 
It was noted that in both the Active-Participant and Active-Interpre-
tive groups there was a greater proportion of interactions with the 
leader than between members in each of the time periods (Table III, 
p. 61 and Table ~V, p . 66) . This suggested that regardless of the role 
assumed by a leader, he was perceived as the dominant figure in the 
group. The persistent tendency of members to deal primarily with the 
leader appeared to offer some explanation for the absence of signifi-
ca~t shifts in member and leader interactions when the combined Active-
Participant and combined Active-Interpretive groups were compared. 
The interaction between members and the leader L~cluded those 
that were initiated by members (M & Lsp) as well as those initiated 
by the leader. It will be recalled that the leader maintained a con-
stant level of productivity in the groups, i.e., sixty-five comments 
per session. In an effort to determine the extent to which the produc-
tions of the leader contributed to the total member and leader inter-
actions, and therefore perhaps the failure of member and leader inter-
actions to differentiate the two tJ~es of groups, it seemed worthwhile 
to analyze separately the interactions between members and the leader 
which were initiated by members. This additional analysis was done, 
comparing the combined Active-Participant and combined Active-Interpre-
tive groups with respect to the mean incidence of M & Lsp L~teractions. 
Again there were no significant differences found betweenthe groups. 
In addition to permitting an evaluation of the leader's influence 
in the determination of the total member and leader interactions, the 
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specific examination of those member and leader interactions initiated 
by the member permitted a more direct comparison vdth the member and 
member interactions . It was the member who created the opportunity for 
these tvro types of interactions and it seemed that a comparison of 
these interactions would reveal how the members structured the group 
situation in this respect. 
In three of the experimental groups the per cent of member and 
leader interactions initiated by the member generally tended to pre-
dominate over the per cent of member and member interactions . Thus, 
with the members having the option of interacting with other members 
or the leader, the preference was still to deal with the leader . In 
the group which manifested the most significant improvement in hospital 
adjustment (AP-L2), however, the per cent of member and member inter-
actions appeared to predominate . It is likely that the members of this 
group to some extent had become less dependent upon the leader and more 
-
vr:Llling to deal with each other. 
An examination of the interaction resllits of the individual groups 
further revealed that the two groups of one of the leaders generally 
follovred the predicted development of interaction, while the groups of 
the other leader showed no significant differences for either M & M 
or M & L ·interactions (Table VI, p . 70). It was apparent that the groups 
of. Leader 1 became more alike in their interaction patterns as therapy 
progressed, while the groups of Leader 2 diverged, manifesting different 
interaction patterns in time. Since only one of the leaders was able 
to get the predicted different interaction patterns as a function of 
different leader roles, the results must be considered equivocal. It 
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seemed likely, as was also observed in theevaluation of differential 
therapeutic effectiveness, that some characteristic or attitude of the 
leader was interacting vn th the r ole being assumed and producing diff-
erential results. 
In addition to the leader's goal of getting a specific kind of 
i nteraction depending upon the particular r ole he was assuming, he 
also aimed at having each of the member s participate in the interaction, 
whether i t be with other members or with the leader . It was important 
to determine whether the interaction results were a function only of 
the same members participating more as therapy progressed or whether 
BOre members were becoming active in the discussions. The results 
showed that in the combined Active- Participant groups there was a 
positive but non-significant increase in the range of member and mem-
ber i nteractions, with t he Active-Participant group of Leader 2 mani-
fes ting the greater change. The tendency, therefore, was that in 
addition to the significant predominance of member and member inter-
actions in the combined Active-Participant groups as compared to .the 
combined Active-Interpretive groups, there was a strong tendency for 
more members to participate in the group discussions as therapy con-
tinued. With regard to the range of member and leader interactions , 
no significant differences were obtained. It was observed : here, 
as i:n the analysis of interaction, 'that Leader 2 got results which 
were relatively more consistent with the hypothesis relating t o the 
range of member and member interaction. This was further support of 
the previous observations of a leader differential. 
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IV. SUPPLEMENTA.B.Y HYPOTHESIS 
A closer examination of the experimental data suggested some 
additional hypotheses which, while not systematically provided for 
in the experimental design of this study, appeared to merit further 
investigation. For this reason, where possible, additional analyses 
were made to test these hypotheses in an exploratory fashion. 
A. The Dominance of the Leader 
It was observed that the apparent preference of members was to 
deal with the leader, and the ability to deal with other members was 
predicated on the establishment of a comfortable, positive relationship 
with the leader. Only then did there appear a willingness to interact 
vdth the others in the group . TI1e predominance of member and member 
interactions in the combined Active-Participant groups seemed related 
to the general atmosphere, and particularly to the observed feeling 
toward the leader. It was especially noted that the Active-Participant 
group .·that showed the greatest increase · in member and member interactions 
was also judged qualitatively to demonstrate the most positive affect 
toward the leader. Mann ( 60 ) and Redl ( 79 ) similarly have observed 
that only through a gratifying relationship with the leader, and tl~ough 
him with other members, are the group members >villing to change patterns 
of behavior . 
There is little basis for generalizing about the dominance and focal 
position of the leader in the group process to other kinds of group 
therapy and other types of groups . The observations here can only be 
considered as representative of groups of chronic schizophrenic patients. 
·' 
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It is likely that with such patients there is a greater dependence upon 
the leader who is perceived both as a figure of authority and source 
of gratification. Despite the leader's activity this dependence tends 
to be maintained throughout the period of therapy, as manifested by 
the preponderance of interactions with the leader. However, with 
other types of groups and patients, different patterns of interaction 
centering about the leader rrd~ht be ob~ined. 
B. Leader Differential 
The experimental design of this study provided for two leaders 
who would assume the same roles with different groups. In addition 
to exploring the relative efficiency of two roles, this offered an 
opportunity to observe any differences which might be present in the 
relative ability of the leaders to assume a given role . If the vari-
able of leader .role could be adequately controlled, then any differen-
ces found in the results obtained by the two leaders assuming the same 
role would be considered a function of some aspect of the leaders them-
selves. From tape recordings of a sample of meetings, two judges 
were asked to determine independently the degree to which both leaders 
were successful in assuming the leader roles. The results permitted 
the conc1usion that the two leaders had adequately assumedtheir 
designated roles . 
However, an examination of the groups of the individual leaders 
I • 
revealed discrepancies in group response. It was noted that for both 
therapeu ti.c effectiveness and interaction only one of the leaders tended 
to obtain results whichwere relatively consistent 1vith the stated hypo-
theses. In addition, the two groups of one leader tended to be close 
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together in terms of their results, while the other leader's groups 
manifested divergent results. Finally, one of the leaders seemed .to 
get more significant results with one t~~e of role, while the .other 
leader got better results with the other leader role. 
In the daily discussions between the leaders, Leader 1 admitted 
in the early meetings that he felt less comfortable in the Active-
Interpretive role. It was felt at the same time that he tended to 
treat both of his groups in the same manner. A special effort was 
made at that time to delineate more clearly the two leader roles and 
the success of this differentiation for the remainder of the treatment 
period was later verified. However, the final results suggested that 
Leader 1, wl1ile applying the necessary leader techniques, maintained 
enough of a~milar attitude or feeling in both types of groups, probably 
unconscious in nature, to make the results of these groups more similar 
in time. Leader 2, on the other hand, was able to differentiate his 
roles more effectively and get different patterns of results in his 
groups. 
It appeared, therefore, that the observed leader differential in 
the eA~erimental results could be attribted to some characteristic, 
attitude, or feeling of the leader which was influencing the assumption 
of the role or use of an approach. This suggestion of interaction between 
leader and role or approach was put to a statistical test but the findings 
did not confirm the presence of such a relationship. However, it was felt 
that with more specific a:n-.1 rigorous control of ·the leader varl.ible and 
more precise tests, as well as a larger sample o:f groups which would 
provide a greater number of degrees of freedom, the implied interaction 
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mi ght be statistically demonstrated. 
Frank ( 30 ), in weighing the merits of the group-oriented and 
leader-oriented approaches, has questioned the relev~ncy of a particu-
lar technique in the treatment of schizophrenics . He feels that per-
haps what really matters is the general attitude of the therapist or 
certain attributes of his personal approach. Redl ( 79 ) has discussed 
the "group climate" in this connection. He feels that the group climate 
is "the basic feeling tone which underlies the life of a group . " The 
leader is one of the most important factors in determining the quality 
of this climate or atmosphere, and it is significantly influenced by 
his conscious and unconscious attitudes. Thus it seems that one carillot 
e}~ect a leader to assume a given role and necessarily be a different 
person during that time. One would rather expect, as the results of 
this study suggest, that his o-vm characteristics and attitudes are al-
vvays interacting with t his role, and it is the product of these factors 
to which the group members will react. 
c. The Relationship between Interaction and I~rovement 
As previously. noted, the combined Active-Participant groups 
manifested significant improvement in hospital adjustment. In addition, 
there were significantly more member and member interactions in the 
combined Active-Participant groups . Vfuen the results of the individual 
groups were examined fo~ both improvement and interaction patterns, 
it >vas observed that the per cent of member and member interactions to 
the total interactions tended to correlate with the significance of improve-
ment in hospital adjustment. The grodp which showed the most signifKcant 
- 87-
improvement in hospital adjustment (AP-12) also n~nifested a consistent 
increase in time in the · per cent of member and member interactions, 
and had the highest such per cent of any group at the end period of 
therapy. In contrast; the group which shovred no improvement (AI-L2) 
generally revealed the lowest per cent of member and member inter-
actions throughout t .he period of therapy (Table VI, p. 70) . This 
suggestion of interaction between member and member activity and im-
provement was tested and f ound statistically non-significant. However, 
there was suggestive evidence that some relat ionship did exist be~leen 
these two variables and that this hypothesis is worthy of further 
consideration. 
Bovard ( 12 ) has pointed out that the greater communication of 
positive affect in a group-oriented approach with normal subjects was 
most clearly .related to interaction between members . Siinilarly, 
Prestonand .Heintz ( 77 ) have found that discussions are significantly 
more friendly and enjoyable in participatory or group-oriented groups, 
and that this type of approach is more effective in producing changes 
in attitudes . It seemed that in this study also member and member 
int eraction served as a medium for the communication of feeling and the 
gradual awareness that interpersonal relations could be rewarding. It 
was the transfer of this awareness out into the hospital -environment 
which resulted in the observed improvement in adjustment. 
vVhile not provided for in the experimental design of the study, 
and not specifically demonstrable in the results, it was qualitatively 
observed by the leaders that a general sequence of interaction may be 
discerned in groups of this type wnich parallels improvement outside of 
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the group situation. At the start there is no response from members. 
Then they begin to respond to the leader and gradually there are spon-
taneously initiated interactions with the leader . The next phase 
involves interaction with other members with the leader's encouragement, 
and this is follovred by spontaneously initiated interactions vdth other 
members . In the final phase, there are longer series of spontaneous 
interactions between members. By this time the members feel more com-
fortable in the group situation, having tested out their unrealistic 
concerns regarding interpersonal relations. They are more willing to 
modify previously established, inadequate patterns of social adjust-
ment and consequently manifest improved adjustment in the hospital 
in terms of being better able to deal with others and more readily 
assuming greater responsibility for their own needs . 
CHAPTER VI 
GENERAL ~MMARY AND ImPLICATIONS OF THE STUDY 
A survey of the literature demonstrated that group psychotherapy 
vdth the psychoses, since its inception thirty-five years ago, has 
assumed a position of major importance as a method of treatment. Des-
pite the 1¥idespread use of group therapy, research has not kept pace 
vdth the clinical use of this technique. 
The need for experimentation in this area is recognized. There 
is general agreement on many fundamental issues that require empirical 
investigation. In accordance vdth this consensus regarding the need 
for basic research, it seemed possible to investigate the following 
three problems : (1) the effectiveness of group psychotherapy; 
(2) the relative effectiveness of two different approaches; and (3} 
the influence of the role of the leader upon group process. The focus 
in this study of group therapy was on the development of interaction 
as it is related to the style of leadership. 
The experimental design called for five matched groups of chronic 
schizophrenic patients . To maximize homogeneity of groups, the patients 
were selected on the basis of the follo~~ng criteria: age, diagnosis, 
length of hospitalization, freedom from mental deficiency and known 
organic patholO~f, and exclusion from other forms of therapy or research 
during the time of this study. The groups were matched for age, length 
of hospitalization, adjustment within the hospital, as ascertained by 
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scores on the Hospital Adjustment Scale, and interpersonal functioning, 
the evaluation of which was derived from the scores on one section 
of the Hospital Adjustment Scale which dealt with Communications and 
Interpersonal Relations . Ratings were made by ward attendants who 
had known the patients for at least one month. 
Two approaches to group therapy were used. These were designated 
Active-Participant (AP) and Active-Interpretive (AI) and charact~rized 
:;.'.)•. 
by prescribed differences in the role of the leader. It proved possible 
to define and articulate tvro contrasting styles of leadership both 
having a plausible therapeutic scope, rationale, and intent. The gen-
eral aim of the AP leader was to promote member and member interaction. 
To this end he functioned as a quasi-member of the group. His behavior 
was directed primarily toward the stimulation of group activity and 
the encouragement of participation between members . The AI leader 
emphasized investigation and interpretation with a view to promoting 
understanding of underlying motivations. To this end he analyzed the 
feelings and attitudes of the individual memQers and communicated to 
them his understanding of t heir feelings and motives. This leader 
assumed a dominant position in the organization of the group. 
Of the four experimental groups, two were Active-Participant and 
two Active-Interpretive . The authors alternated as leader and observer 
so that each v.ras the therapist in two groups, assuming the AP role with 
one group and the AI role vrith the other. The experimental groups met 
for a total of fifty one hour sessions. The control patients did not 
meet as a group . 
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Therapeutic effectiveness was defined as an increase in the score 
on a Hospital Adjustment Scale (F~S), designed specifically for rating 
mentally sick hospitalized patients. This scale was divided into three 
sections which could be scored separately. Subscale I measures ConmRln-
ications and Interpersonal Relations; subscale II, Care of the Self 
and Social Responsibility; and subscale III evaluates Work, Activities, 
and Recreation. The ElliS 1vas administered pre- and post-treatment 
for all patients . The statistic used for the analysis of the data vms 
the ~ ratio for the significance of the difference between correlated 
and uncorrelated means . 
Both to observe and to gauge the development of the group process 
an interaction unit and a range of interaction unit were defined and 
scoring me thods established. The interaction unit was scored when 
a statement, question, or non-verbal evidence of directed interest by 
any member or the leader elicited a response, verbal or non-verbal, from 
any other member or the leader. The range of interaction represented 
the number of different individuals participating in the interaction 
units. Interactions were divided into two main categories: between 
members (M & M) and between any member and the leader (M & L). These 
measures were recorded and scored by the observer during the course of 
therapy. Observer reliability had been pre-determined. 
Predictions were made about the amount and kinds of interactions 
that would predominate in a given group depending upon the role assumed 
by the leader . At the start of treatment, there vrere no significant 
differences between the AP and AI groups with respect to the incidence 
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of M & E and M & L interaction units. Comparisons of the incidence 
of these two kinds of interactions were made betvveen the AP and AI 
groups at each of three time periods: Early, Middle, and Late. 
The hypotheses tested were as follows: 
A. The groups that received therapy would show improvement on 
the Hospital Adjustment Scale; the group that received no therapy 
would show no improvement. 
B. There would be no significant difference in the therapeutic 
effectiveness of the two approaches: Active-Participant vs. Active-
Interpretive. 
c. Interaction would vary as a function of the role of the leader. 
(1) In the group where the leader assumed the Active-
Participant role, there wotud be significantly more member and member 
interactions than in the group where the leader assumed the Active-
Interpretive role . 
(2) Conversely, the Active-Interpretive role would induce 
significantly more member and leader interactions than the Active-
Participant role. 
D. The range of interac t ion units would vary as a function of 
the role of the leader. 
(1) Where the leader assumed the Active-Participant role 
there would be a significant increase in the range of member and mem-
ber interactions . 
(2) vVhere the leader assumed the Active-Interpretive role 
there would be a significant increase in the range of member and leader 
interactions units . 
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The results of the analysis of the data permit the follo·wing con-
clusions: 
A. Chronic schizophrenic patients improve in group therapy vn th 
respect to interpersonal adjustment . \Vhen the groups were compared on 
the basis of the score on the HAS, the combined experimental groups 
showed improvement. Because this statistic fell a little short of the 
.05 criterion (P ~ . 10) this was interpreted as a trend toward improvement 
but not sufficient basis for a conclusive statement about the results 
of group therapy vdth chronic sehizophrenic patients . The control 
group showed no change . 
Of the three subscales on the Hospital Adjustment Scale, one dealt 
with Work, Activities, and Recreation (subscale III) . These activities 
were beyond the life experiences of the patients during the experimental 
period; they were not working and had no recreational program~ As 
could be expected, data for this section of the scale showed no change . 
Vhen subscale III was excluded from the analysis the experimental 
groups , as a whole, then showed improvement in the area of interpersonal 
adjustment that was significant at the .05 level. The results for the 
control group were not changed. 
B. Significant differences in the effectiveness of the two approaches 
to group therapy were not demonstrated. 
vVhen the data of the individual groups were examined, the pattern-
ing of changes suggested that there were additional factors operating 
to ini~uence the results . There seemed to be some sort of interaction 
between an approach and the person using it. Tnis was not statistically 
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verifiable but the reasonableness of the expectation and the pattern-
ing of the results suggested that this is an hypothesis worthy of 
further consideration. 
C. The results of the development of interactions were equivo-
cal. It was demonstrated that member and member interactions varied as a 
function of the Active-Participant role . The corresponding hypothesis 
that member and leader interactions would vary as a function of the 
Active-Interpretive role was not sustained. 
Interactions were analyzed separatelyfor the groups of the two 
leaders . Clearly different patterns emerged. The groups of one of 
t he leaders followed the predicted directions while the groups of the 
other leader did not. These findings suggested that there is some 
interaction between a role and the characteristics of the person 
assuming it. 
TI. No significant findings were established for the range of 
interaction units. 
The Active-Participant groups showed a positive tendency tmvard 
an increase in the number of individuals participating in the group 
discussions. The range of member and leader interactions in the Active-
Interpretive groups showed no significant increase. As vrith the anal-
ysis of the interaction units, examination of the movement in the 
individual groups suggested the presence of some kind of leader diff-
erential. 
Bearing in mind that the popu~ation studied were chronic schizo-
phrenic patients, the contributions of this study to the theory and 
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practice of group therapy can be summarized in the following areas: 
the effectiveness of group therapy; its evaluation; the effect of 
the leader in the development of the group process; and the relation-
ship between interaction and improvement . 
The finding that group therapy effects significant improvement 
in the interpersonal functioning of chronic schizophrenic patients 
is a positive contribution to knowledge in this field . It is con-
sistent with the qualitative observations of other workers . Hovvever .,-
only a few previous studies rigorously use an experimental design 
and of these the study of Powdermru(er and Frank ( 74 ) is the only 
one which involved chronic psychotics. Whereas Powdermaker and 
Frank reported positive tendencies toward improvement, the present 
study had statistically positive results, using criteria of about 
the same order for gauging improvement. 
In the evaluation of the effectiveness of group therapy, this 
study developed and depended upon a simple model of interaction which 
proved workable and reliable. Relying on frequency of participation 
and its direction, whether to member or leader, the number and type 
of interactions proved a significant index of group functioning . 
The therapeutic goals in this study were limited in the sense 
that interpersonal adjustment within the hospital setting was the cri-
terion for improvement. With chronic schizophrenic patients this was 
seen as a necessary first step . It was demonstrated that these people 
respond in a positive manner to such influences . It remains to be demon-
strated, however, that through group therapy chronicall y sick mental 
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patients can gain sufficient personality organization and drive to 
re-establish social ties outside the hospital. This finding has sig-
nificance for the administration of mental hospitals in the use of 
therapists. It seems to follow that programs of group therapy would 
have the result of improving the quality of hospital adjustment of 
patients. This finding is consistent with the anecdotal impressions 
of most group therapists who have worked with psychotics. However, 
most therapists are not satisfied to allow their efforts to count for 
no more than improved adjustment inside the hospital -- some don't 
count this as therapy at all -- and quit in favor of patients who 
show more dramatic or obvious gains. The results of the present 
.study prove that there are gains .from group therapy and suggest a 
different attitude toward the evaluation of results. 
The use of two leaders as a control measure for the evaluation 
of different techniques of group therapy in this study led to the ob-
servation that there was some sort of interaction between a role and 
the person assuming it. Even with considerable forethought and prac-
tice to make the roles comparable, personality factors intruded them-
selves. Roseborough ( 81 ) in a recent review of studies in this area 
has pointed out the presence of contradictory findings and the need 
for more systematic study of the effects of independent variables. 
One such independent variable might be the personality of the leader 
in interaction vti. th the given style of leadersh.i.p. If such an effect 
could be demonstrated, it would have ~portance for the evaluation of 
different approaches to group therapy and the selection of therapists. 
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It would be important if it could be demonstrated that leaders with 
particular characteristics enhance their therapeutic effectiveness 
if they adopt a particular$yle of leadership. 
The finding of a relationship between member and member activity 
and improvement suggested that improvement in group therapywas to 
some extent dependent upon the ability of members to deal effectively 
¥nth one another. While not directly comparable, this result is con-
sistent vYi th the findings of studies with small g roups of the "norrnaJ t: 
population where it was demonstrated that productivity and interpersonal 
affect were higher in groups where the participation of members 1~s 
maximized. Although our findings were equivocal on this point, the 
data suggested this as an hypothesis deserving further investigation~ 
It appears that group therapy techniques oriented tm~rd maximizing 
interaction between members might be more effective than techniques 
that focus on the investigation of underlying personality dynamics. 
The implication is that social interaction wight be a more constructive 
experience than the exploration of pathology or that social interaction 
may be substantially improved despite continued endopsychic pathology 
in group therapy vd th chronic schizophrenic patients. 
APPE~IDIX A 
I NTERPRETATION OF THE SIGNI FICANCE OF LOVVJ8R RJU~K TOTALS 
FOR WHICH EXACT PROBABILITIES ARE NOT AVAILABLE 
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APPENDIX A 
INTERPRETATION OF THE SIGNIFICANCE OF 101NER R.AJ.'JK TOTALS 
FOR I'VHICH EXACT PROBABILITIES .A..RE NOT AVAILABLE 
In this study, the test used for the analysis of the interaction 
data was Wilcoxon's 11 T11 test for the significance of the difference 
between means for paired replicates . The compuation of the P values 
for this test is based on the deviation of the obtained from the the-
oretical lower ~ank totals. Wilcoxon's! table does not provide prob-
abilities above the .05 level ( lOh ) • 1 Berkeley's extension of this 
table allows for the determination of exact probabilities for N' s through 
eight; this was used to obtain precise probabilities for the co~ 
parisons made on the individual groups. 'rhe tests of the hypotheses, 
however, were based on the data for the combined groups and ~~e 
range of N' s extended from eleven to sixteen. This created a 
problem for the interpretation of data that approached significance 
but which were not significant at the .o5 level . For this reason, 
Tables I and II have been included (Appendix A). Table I gives t he 
observed and theoretical lower rank totals and the N for the compari-
sons made. The lower rank totals needed for significance at the .05 
level are given in Table II. Examination of these tables provides an 
estimate of the closeness of the obtained lower rank totals to the 
theoretical lower rank totals and to the lower rank totals needed for 
1 Berkeley, A~l. Personal Communication, 1954. 
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significance at the .05 level. In this study, the results of the 
analysis of the significance of the difference between the combined 
AP and the combined AI groups with respect to the mean incidence of 
M & M interactions for the lfliddle period is expressed as greater 
than .05 (Table III, p. 61). Inspection of Table I shows that the 
N for this comparison is sixteen and the obtained lower rank total 
40.0. Turning to Table II it is seen that with an N of sixteen a 
lower rank total of 35.6 is required for significance at the .05 level. 
The lower rank total for the case in question (40.0) would then appear 
to be close to significance at the .05 level and probably significant 
at the .10 level. 
The comparison of the combined AP and the combined AI groups 
with respect to the mean incidence of M & L interactions at the 
different time periods showed no significant differences (Table III, 
p . 61) . Tables I and II show that at the Early period, the N for tJ:1..is 
comparison is fifteen and the lower rank total needed for significance 
at the .05 level is 30.5. For the lfiddle and Late periods, the N for 
this comparison is sixteen and the lower rank total needed for signi-
ficance at the .05 level is 35.6 Table I shows that the observed 
lower rank total for the Early period is 54.0 and the theoretical 
lower rank total 61.0. At the Middle and Late periods, the observed 
lower rank totals are 66.0 and 62.5 respectively; the theoretical 
lower rank total is 68.0. At each of the three time periods, the ob-
served lower rank total closely approximates the theoretical lower 
rank total. Thus, despite the absence of precise probabilities, it can 
be stated with confidence that the differences show no important trends 
in the predicted direction. 
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TABLE I 
OBSffi"V""ED AND TFIEORETICAL LOWER RANK TOTALS FOR COMPARISONS OF 
ACTIVE-PA.."Fl.TICIPANT AND ACTIVE-INTERPRETIVE GROUPS ,..11TH 
RESPECT TO MEMBER AND MEMBER AND MEMBER AND 
Comparisons 
AP(c) vs. AI(c) 
M&M 
~. & L 
LEADER INTERACTION 
Early 
LRT* 
Time Periods 
Middle 
LRT 
Late 
LRT 
N. Obs. Theor . N Obs . Theor. N Obs . Theor. 
13 i8.5 45.5 16 40.0 68.0 11 9.0 33.0 
15 54.0 61.0 16 66.0 68.0 16 62. 5 68. 0 
14 48.0 52.5 15 52.5 61.0 14 50.5 52 .5 
* Lower rank total 
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TABLE II 
CRITICAL VALUES FOR SIGNED RJ.Jf~S* 
Size of Two-Sided Significance Level (~) 
Samples (n) (lOO%) 10% 5% 2% 1% 
5 (7 .00) .60 
6 (10.00) 2.12 .60 
7 (13.50) 3.70 2.12 .28 
8 (17.50) 5.75 . 30;70 1.60 .28 
9 (22 .• 00) 8.09 5.73 3.06 1.60 
10 (27.00) 10.79 8.09 5.07 3.06 
11 (32 .50) 13.92 10.76 7.25 5.07 
12 (38 .50) 1?.48 13.78 9.82 7.25 
13 (45.00) 21.37 17.24 12.67 9.82 
lh (52.00) 25.71 21.06 15.93 12.67 
15 (59.50) 30.45 25.29 19.58 15.87 
16 (67.50) 35.60 29.90 23.58 19.L.7 
17 (76.00) 41.2 34.91 27.95 23-42 
18 (85.00) 47.2 40.3 32.70 27.73 
19 (94.50) 53.6 46.1 37.8 32.40 
20 (104.50) 60.h 52.3 43.4 37.5 
21 (115 .0 ) 67.6 58.9 49-3 42.9 
22 (126.0 . ) 75.3 66.0 55.6 48.7 
23 (137.5 ) 83 .9 73.4 62.3 54.9 
24 (149.5 ) 91.9 81.3 69.4 61.5 
25 (162.0 ) 100.9 89.5 76.9 68.5 
(50%) 5% 2.5% 1% 0.5% 
One-Sided Significance Level (~) 
*Reproduced from Tukey ( 99, p. 5 ) 
APPENDIX B 
CHARACTERISTICS OF 'fHE PATIENT POPULATION 
TABLE I ll 
CHARACTERISTICS OF THE PATIEWT POPlJLATION 
Group Schizophrenic Age Educ&- Occupa- Mari- Length Time Previous HAS HAS 
·Diagnosis (in years ) ti(:n (in tion tal of total in Hospital Therapy Total Sub-
years) Status hospital- Since Last · Score scale 
ization Admi ssion (.Pr-e- I 
(in years) ( in years) ·therapy) (pre-
therapy 
~ Paranoid 38 10 Storekeeper l a s 9 9 None 42 .. 3 32 . 0 
lb Hebephrenic 35 12 None s 16 16 Metrazol ·· 75 . 4 70.4 
lc Catatonic 30 11 Laborer s 11 11 EST 47 . 4 42 . 3 
ld Paranoid 44 8 None s 16 4 EST 22.7 27.3 
l e Hebephrenic 45 12 Clerk s 22 22 None 16.7 14. 8 
lf Hebephrenic 39 7 Long- shoreman s 8 8 None 84 . 6 88.2 
1g Paranoid 40 8 Sailor s 17 15 None 56. 8 45. 8 
lh Catatonic 32 8 Laborer s 8 8 Insulin 12 .2 12 .5 
~2 2a Catatonic 41 12 Laborer s 15 15 None 44 . 7 58 .3 
2b Catatonic 33 8 None s 11 9 None 35. 7 29 . 2 
2c Simple 38 12 None s 11 11 EST 72 . 4 65. 2 
2d Catatonic 36 12 Laborer M 12 12 Insulin 50.8 46. 4 
2e Catatonic 32 8 None s 6 6 EST 28 . 0 29 . 2 
2f Paranoid 47 12 Lab Tecl'Ulician S 24 24 None 31.9 16. 7 
2g Hebephrenic 35 9 None s 16 16 Metrazol 56.3 51.6 
2h Paranoid 35 11 Elevator Man s 13 13 None 47 .8 43.5 
- continued on mxt page - f-1 g 
I 
TABLE III, continued 
CHARACTERISTICS OF THE PATIENT POPULATIO~ 
Group Schizophrenic Age Educa- Occu.pa- M ari- Length Time in Previous HAS HAS 
Diagnosis (in years) tion (in tion tal of total Hospital Therapy Total Sub-
years) Status hospital- Since Last Score scale 
ization Admission . .(Pre- I 
(in years) (in years) Therapy) (Pre-
therapy) 
AI-L 
--1 Hebephrenic 33 12 Painter s 11 11 Metr azo1, EST 58.0 66.7 3a 
3b Hebephrenic 29 6 None s 13 13 None 16. 3 17 . 4 
3:c Hebephrenic 38 12 Laborer s 17 17 EST 54.5 51.8 
3d Catatonic 41 10 Plumber 's s 19 19 None 17 . 0 25. 0 
Helper 
3e Paranoi d 44 9 Laborer .M 5 4 EST 83 .1 73.3 
3f Simple 42 9 Laborer s 14 14 EST 44. 4 48 . 0 
3g Paranoid 31 12 Laborer s 12 12 Insulin. 28 .8 36. 0 
3h Catatonic 44 12 Artist S- 12 12 None 58 .8 66. 7 
A4~L2 Ca·ta.tonic 26 9 Laborer s 5 5 EST, Insulin , 18 . 9 11. 5 
· Group 
4b Hebephrenic 40 11 Student s 23 23 None 31 .1 33 .3 
4c Paranoid 37 12 Laborer s 18 18 None 14. 9 13 . 0 
4d Hebephrenic 31 8 Student s s.· 4 None 64.9 63 . 3 
4e Paranoid )5 12 Laborer s 8 6 Group 54. 0 56.0 
4f Paranoid 45 10 Carpenter M 11 11 None- 27 .4 15. 4 
4g Hebephrenic 41 8 Laborer s 20 20 None 56. 6 58.6 1• 
-'"·4h Catatonic 42 14 - Student s 19 19 None 89 . 2 91 . 7 t-' 0 \J1. 
- continued on next page -
Group Schizophrenic 
: .. Diagnosis 
Control 
Sa Hebephrenic 
5b Simple 
5c Hebephrenic 
5d Hebephrenic 
5e Simple 
5f Hebephrenic 
5g Paranoid 
5h Simple 
Age 
TABLE III . (continued) 
CHA.RACJ.'ERISTICS OF TrrJ PATIEl'!T POPULATION 
Educa- Occupa- Mari- Length Time in Previous 
(in years) tion (in tion tal of total Hospital Therapy 
.years) Status hospital- since last 
ization Ad.mission 
(in years) (in years) 
25 9 None s 3 3 Insulin 
46 '8 Laborer s 19 19 None 
38 10 Labo:rer s 10 8 None 
42 12 Clerk s 16 12 None 
31 10 Laborer s 6 6 None 
42 12 Barber s 21 21 None 
45 12 Student s 21 21 None 
33 8 Laborer s 12 12 No:rm 
HAS riAS 
Total Sub-
Score scale 
(Pre- I 
therapy) (pre-
therapy) 
2?. . 0 19 .2 
69. 8 68 . 2 
51. 0 65. 2 
81 . 6 84. 6 
21 . 3 20. 4 
14. 3 11.5 
40.0 42.3 
59.6 60. 0 
I 
1-' 
0 
0\ 
I 
APPENDIX C 
HOSPITAL ADJUS~~T SCALE 
- lOB -
HOSPITAL ADJUSTMENT SCALE 
For Evaluating Patients' Behavior in a Psychiatric Hospital 
JAMES T. FERGUSON, M.D. PAUL McREYNOLDS, PH.D. 
EGERII'ON L. BALLACHEY, PH.D. 
:NSTRUCTIONS TO OBSERVER: The purpose of this Scale is to help you to report on the behavior of the patient 
lamed below. The Scale consists of a number of statements which describe some of the ways patients act in different 
Jlaces in a psychiatric hospital. These statements were taken from descriptions of patients made by psychiatric aides in 
1 large psychiatric hospital. • 
You are to mark each statement as True (T), Not True (NT), or in some cases as Doesn't Apply (DA), for the pa-
:ient named below. Marking a statement T, NT, or DA should be based on actual observation by yourself or others of the 
patient for the past two weeks to three months. The behavior described in a statement is true if present most or all of the 
time during the past two weeks to three months. 
Think of the patient named below as you have seen him act in the last two weeks to three months. L9ok at ~tatement 
No. l on the next page. If No. l is generally True-that is, True most or all of the time-for the patient, put a circle arolind 
T. If No. lis generally Not True for the patient, put a circle around NT. You must put a circle around either T or NT 
for all statements which have only T and NT in front of them. 
A few of the statements, for example No.2, have DA in front of them, as well as T and NT. DAis to be circled when 
the statement Doesn't Apply to the patient. Look at No.2. If, during the past three months, the patient has not had any 
visitors, No.2 obviously Doesn't Apply to him and you would circle DA. If the patient did have visitors and No. 2 was 
generally True for the patient, put a circle around T. If the patient had visitors and No.2 was generally Not True for the 
patient, put a circle around NT. Also, if the statement concerns Occupational Therapy and the patient did not have 0. T. 
during the past three months either on or away from the ward, then DA should again he circled. 
Note that if a statement does apply to the patient hut you don't know the answer (T or NT), you should make an at-
tempt to find out the answer and mark it the best you can. Do not circle DA just because you don't know offhand whether 
T or NT is correct. Circle DA as sparingly as possible; use it only when a statement clearly Doesn't Apply to the patient. 
Be sure you have circled the right letters. It is necessary to mark all statements, but you may have to observe ~e pa-
tient more, or secure information from other personnel, before marking some of them. 
Be sure to mark every item. Don't leave any out. 
Patient's last name First name Middle name Register No. 
Name of hospital Ward Name and title of oloserver 
Group I II 
How long have you known 
the patient? 
No. ofE's 
-- ----- --------- yrs. -- -------------- mos. 
------------- --- weeks 
Date 
No. of C's 
Raw score 
Percentile 
Copyright 1951 by James T. Ferguson, Paul McReynolds, and Egerton L. Ballachey 
Copyright 1953 by the Board of Trustees of the Leland Stanford Junior University 
Printed in the United States of America 
III Total 
1. T NT The patient ignores the activities around him. 
2. T NT DA The patient gets dressed up for visitors. 
3. T NT DA The patient follows events in the daily paper. 
4. T NT DA The patient laughs if he's kidded. 
5. T NT DA The patient writes sensible and understandable letters. 
6. T NT The patient stays by himself. 
7. T NT The patient spends a lot of time talking to himself. 
8. T NT The patient doesn't mix with other patients. 
9. T NT The patient's talk is mostly not sensible. 
10. T NT The patient doesn't make distinctions between new and old personnel. 
11. T NT The patient chooses to talk either to the personnel or to patients who talk sensibly. 
12. T NT DA The patient doesn't want social group contacts with other patients. 
13. T NT The patient never says more than 3 or 4 words at a time. 
14. T NT DA The patient doesn't open letters unless someone tells him to. 
15. T NT The patient talks about sports with the aide. 
16. T NT The patient can tease another patient back into good humor. 
17. T NT The patient answers sensibly if talked to. 
18. T NT DA The patient sometimes remarks when it's time for a family visit. 
19. T NT The patient doesn't have close friends on the ward. 
20. T NT The patient isn't backward about talking to you after he gets acquainted. 
21. T NT The patient can talk sensibly if you ask him to. 
22. T NT The patient won't discuss many subjects. 
23. T NT DA The patient never asks for a pass (short stay away from hospital). 
• 
24. T NT The patient talks about his family with the aide. 
25. T NT DA The patient never writes a letter. 
26. T NT The patient seems to enjoy being talked to. 
27. T NT The patient doesn't take part in back and forth conversation. 
28. T NT DA The patient plays ball with other patients. 
29. T NT DA The patient is either silent or talks foolishly during visits. 
30. T NT The patient sometimes approaches the aide with dry humor about his situation in the hospital. 
31,. T NT The patient is always chatting with someone. 
32. T NT The patient's words aren't understandable. 
33. T NT DA The patient asks to leave the hospital to visit his family. 
34. T NT The patient resents it if he's asked a question. 
35. T NT The patient will always reply if you make some remark to him. 
36. T NT The patient talks over happenings on the ward with the aide. 
37. T NT The patient's talk is mostly straight, sensible talk. 
38. T NT The patient starts conversations with aides to become better acquainted. 
39. T NT The patient can take teasing. 
40. T NT The patient never volunteers any information about himself. 
41. T NT The patient knows 'the names of all the doctors, nurses, and aides. 
42. T NT DA The patient maintains a correspondence. 
43. T NT The patient has to he pushed to follow routine. 
44. T NT The patient wants to do the right thing on the ward. 
45. T NT DA The patient seldom dresses up. 
46. T NT The patient doesn't like to change his clothes. 
47. T NT The patient takes no pride in his personal appearance. 
48. T NT DA The patient is very interested in his clothes. 
49. T NT The patient is making realistic plans for when he leaves the hospital. 
50. T NT The patient occasionally needs supervision with dressing. 
51. T NT The patient's clothes are unbuttoned. 
52. T NT The patient has to he reminded to attend to routine. 
53. T NT DA The patient never combs his hair. 
54. T NT The patient yells at attendant when he's dissatisfied. 
55. T NT The patient stays neat and clean. 
56. T NT The patient never asks for anything; he waits for things to he given to him. 
57. T NT The patient has to he dressed. 
58. T NT DA The patient behaves exceptionally well when taken off grounds. 
59. T NT The patient occasionally has to be reminded to change his clothes. 
60. T NT DA The patient takes pleasure in fixing his hair. 
61. T NT The patient easily becomes upset if something doesn't suit him. 
62. T NT The patient is usually sloppy. 
63. T NT DA The patient keeps his clothes cleaned and pressed. 
64. T NT The patient likes to do the opposite of what he's asked to do. 
65. T NT DA The patient is so well dressed that he can't be distinguished from a "normal" person. 
66. T NT DA The patient seems to manage his money. 
67. T NT DA The patient is interested in looking well when he leaves the hospital on trips. 
68. T NT DA The patient plays cards occasionally: 
69. T NT DA The patient is a good worker in shop. 
70. T NT The patient asks if there's work for him to do. 
71. T NT DA The patient doesn't take part in ward games. 
72. T NT DA The patient always attends ward parties. 
73. T NT DA The patient will do anything for recreation that comes up. 
74. T NT The patient reads newspapers and magazines. 
75. T NT DA The patient won't do any assigned duties. 
76. T NT DA The patient is willing to do an~ extra chore. 
77: T NT The patient is interested in nothing. 
78. T NT DA The patient doesn't take part in recreation. 
79. T NT DA The patient doesn't need supervision on a job. 
80. T NT DA The patient has to be helped along to stick to any activity. 
81. T NT DA The patient doesn't take part in athletics. 
82. T NT DA The patient helps out when needed. 
83. T NT DA The patient isn't capable of doing a good job at anything. 
84. T NT _ The patient shows no reaction to entertainment. 
85. T NT DA The patient doesn't like to go out for exercise. 
86. T NT DA The patient helps take care of the laundry. 
87. T NT The patient would sit all day if not directed to an activity. 
88. T NT DA The patient does a good job, once someone gets him started. 
89. T NT DA The patient is very interested in 0. T. 
90. T NT DA The patient works well on the ward. 
ADDITIONAL CLINICAL DATA. This space is provided for those clinicians who may find it desirable to havt 
recorded on this form clinical information of a type not directly surveyed by the HAS behavioral statements. See Clini· 
calM anual for the HAS for suggestions regarding its use. · 
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ABSTRACT 
A survey of the literature shows tha.t group psychotherapy with 
the psychoses, since its inception thirty-five years ago, has asswned 
a position of major importance as a method of treatment . Despite 
the widespread use of group therapy, research has not kept pace with 
the clinical use of this technique. 
The need for experimentation in t his area is recognized . There 
is general agteement on many fundamental issues that require empiricial 
investigation. In accordance with t his consensus regarding the need 
for basic research, it seemed possible to investigate the following 
three problems: (l) the effectiveness of group psychotherapy; (2) 
the relative effectiveness of two different therapeutic approaches; 
and (3) the influence of the role of the leader upon the group pro-
cess . The focus in this study of group therapy was on the development 
of interaction as it is related to the style of leadership. 
The experimental design called for five matched groups of 
chronic schizophrenic patients -- four experimental and one control. 
To maximize homogeneity of groups, the patients were selected on 
the basis of the following criteria: age, diagnosis, ~ength of 
hospitalization, freedom from mental deficiency and known organic 
pathology, and exclusion from other forms of t herapy or research 
during the time of this study. The groupswere matched for age, 
length of hospitalization, adjustment within the hospital, as 
ascertai ned by scores on the Hospital Adjustment Scale, and interpersonal 
functioning, t he evaluation of which was derived from the scores on one 
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section of the Hospital Adjustment Scale which dealt with Communications 
and Interpersonal Relations . Ratings were made by ward attendants 
who had known the patients for at least one month. 
Two approaches to group therapy were used. These were designated 
Active-Participant (AP) and Active-Interpretive (AI) and characterized 
- -
by prescribed differences in the role of the leader. It proved possi-
ble to define and articulate ~vo contrasting styles of leadership both 
having a plausible therapeutic scope, rationale and intent. The general 
aim of the AP leader was to promote member and member interaction. To 
this end he functioned as a quasi-member of the group. His behavior 
v~s directed primarily toward the stimulation of group activity and 
the encouragement of participation be~veen members . The AI leader 
emphasized investigation and interpretation with a view to promoting 
understanding of underlying motivations. To this end he analyzed 
the feelings and attitudes of the individual members and communicated 
to them his understanding of their feelings and motives. This leader 
assumed a dominant position in the organization of the group . 
Of the four experimental groups, two were Active-Participant 
and two Active-Interpretive . The authors alternated as leader and 
observer so that each was the therapist in two groups, assuming the 
AP role with one group and the AI role with the other. 
al groups met for a total of fifty one hour sessions. 
patients did not meet as a group. 
The ex:perLment-
The control 
Therapeutic effectiveness was defined as an increase in the score 
on a Hospital Adjustment Scale (F..AS), designed specifically for rating 
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hospitalized mental patients. This scale is divided into three 
sections which can be scored separately. Subscale I measures Commun-
ications and Interpersonal Relations; subscale II, Care of the Self 
and Social Responsibility; and subscale III evaluates Work , Activities 
and Recreation. The HAS was administered to all patients pre- and post-
treatment. The statistic used for the analysis of the data was the t 
ratio for the significance of the difference betvreen cor~elated and 
uncorrelated means . 
Both to observe and to gauge the development of the group process 
an interaction unit and a range of interaction unit were defined and 
scoring methods established, The interaction unit was scored when 
a statement, question, or non-verbal evidence of directed interest 
by any member or the leader elicited a response, verbal or non-verbal, 
from any other member or the leader. The range of interaction rep-
resented the number of different individuals participating in the 
interaction units . Interactions were divided into two main categories: 
between members ( M & M ) and between any member and the leader ( M & L ). 
These measures were recorded and scored by the observer during the course 
of therapy. Observer reliability had been pre-determined. 
Predictions were made about the amount and kinds of interactions 
that would predominate in a given group depending upon the role assumed 
by the leader. At the start of treatment, there were no significant 
differences between the AP and AI groups vti th respect to the incidence 
of M & M and M & L interaction units. Comparisons of the incidence of 
these two kinds of interactions were made betvmen the AP and AI groups 
at each of three time periods: Early, Middle, and Late. 
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The hypotheses tested were as follows: 
A~ The groups that received therapy would show improvement on 
t he Hospital Adjustment Scale; the group that received no therapy 
would show no improvement. 
B. There would be no significant difference in the therapeutic 
effectiveness of the two approaches: Active-Participant vs . Active-
Int erpretive . 
c. Interaction would vary as a function of the role of the leader. 
(1) In the group where the leader as sumed the Active-Parti-
cipant role, there would be significantly more member and mf:)mber inter-
actions than in the group 'vhere the leader assumed the Active-Inter-
preti ve role . 
(2) Conversely, the Active-Interpretive r ole would induce 
significantly more member and leader i nteractions than the Active-
Participant role . 
D. The range of interaction units would vary as a function of 
the role of the leader . 
(1) vTh.ere the leader assumed the Active-Partici pant role 
there would be a significant increase in t he range of member and 
member interactions . 
(2) 1Jfnere the leader assumed the Active-Interpretive role 
there would be a significant increase in the range of member and 
leader interaction units . 
The results of the analysis of the data permit the following 
conclusions: 
A. Chronic schizophrenic patients improve in group therapy with 
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respect to interpersonal adjustment . When the groups were compared 
on the basis of the score on the HAS, the combined experimental groups 
showed improvement . Because this statis tic fell a little short of 
the .05 criterion (P <:. lO) this was interpreted as a trend tcrrmrd im-
provement but not sufficient basis for a conclusive statement about 
t he results of group therapy vdth chronic schizophrenic patients . 
The control group showed no change. 
Of the three subscales on the Hospital Adjustment Scale, subscale 
III dealt with Work, Activities, and Recreation. These activities 
were beyond the life experiences of the patients during the experiment-
al period; they were not working and had no recreational program. As 
could be expected, data for this section of the scale showed no change . 
Wnen subscale III was excluded from the analysis the experimental 
groups , as a whole, then showed improvement in the area of interper-
sonal adjustment that was significant at the . 05 level . The results 
for the control group were not changed. 
B. Si gnificant differences in the effectiveness of the two 
approaches to group therapy were not demonstrated. 
Vfhen the data of the individual groups were examined, the pattern-
ing of changes suggested that there were additional factors operating 
to influence the results . There seemed to be some sort of interaction 
between an approach and the person using it. This vms not statisti-
cally verifiable but the reasonableness of the expectation and the 
pa tterning of the results suggested that this is an hypothesis worthy 
of further consideration. 
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c. The results for the development of interactions were equivo-
cal. It was demonstrated that member and member interactions varied 
as a fUnction of the Active-Participant role. The corresponding 
hypothesis that member and leader interactions would vary as a function 
of the Active-Interpretive role was not sustained. 
Interactions were analyzed separately for the groups of the two 
leaders . Clearly different patterns emerged. The groups of one of 
the leaders foliowed the predicted directions while the groups of 
the other leader did not. These findings suggested that there is 
some interaction be~reen a role and the characteristics of the person 
assuming it. 
D. No significant findings were established for the range of 
interaction units . 
The Active-Participant groups showed a positive tendency toward 
an increase in the number of individuals participating in the group 
discussions. The range of member and leader interactions in the 
Active-Interpretive groups showed no significant increase . As with 
the ar~lysis of the interaction units, examination of the movement 
in the individual groups suggested the presence of some kind of leade~ 
differential . 
Inspection of the data suggested additional hypotheses . The HAS 
and interaction data of the individual groups produced converging 
trends which pointed toward some sort of inte.raction between leader role 
and the person using it. It appeared that the approach or role was not 
the exclusive determinant to the group process and the suggestionwas 
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that these could not be evaluated independently of the characteristics 
of the leader. 
The finding of a relationship between member and member activity 
and improvement suggested that improvement in group therapy was to . 
some extent dependent upon the ability of members to deal with one 
another . Although the findings were equivocal on this point, the 
data suggested this as an hypothesis deserving further investigation. 
It appears that group therapy techniques oriented toward maximizing 
interaction betvreen members might be more effective with chronic 
schizophrenic patients than techniques that focus on the investiga-
tion of underlying personality dynamics. 
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